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1. vital antispasmodic action—senty.—Merrell’s 
fast, safe antispasmodic . . . relieves spasm-pain 
promptly, without atropine-like side effects. 2. 
balanced acid-neutralizing action — magnesium 
oxide and aluminum hydroxide—prompt, long- 
lasting elief . . . no laxation, no constipation. 
3. demulcent action—Methylcellulose—soothing 
protective coating covers ulcerated area, pro- 
motes healing. 4. antienzyme-antipepsin action— 
Sodium Lauryl Sulfate — effectively curbs ne- 
crotic effects of pepsin and lysozyme... prevents 


with 4 needed 
healing actions 


further erosion. Dosage—Gel: 2 to 4 teaspoonfuls 
every 3 hours, or as needed. Tablets: 2 tablets 
(chewed for more rapid action) every 3 hours, 
or as needed. NON-CONSTIPATING... 
NON-LAXATING 
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MENORRHAGIA 


Prolonged or excessive menstrual flow of functional origin can be treated 
both therapeutically and prophylactically with Enovid. 

The supportive action of two tablets of Enovid on the endometrium 
usually checks abnormal bleeding within six to twelve hours. A daily dosage 
of one or two tablets is then continued through the intermenstrual interval 
until day 25 of the cycle. The patient will menstruate approximately three 
days after discontinuance of therapy. 

She is again treated with similar doses from day 5 to day 25 for two or 
three additional consecutive cycles. 

A similar regimen is employed if the patient is seen during the inter- 
menstrual interval. Even though no bleeding is present a dosage of one or 
two tablets daily is administered until day 25. Therapy is resumed from day 
5 to day 25 for two or three successive cycles. 

Each tablet of 10 mg. contains 9.85 mg. of norethynodrel, a new syn- 
thetic steroid, and 0.15 mg. of ethynylestradiol 3-methyl ether. G. D. Searle 
& Co., Chicago 80, Illinois. 


ENOVID Oral Synthetic Endometropin 


(brand of norethynodre! with ethynylestradio! 3-methy! ether) 
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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section. In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's 15 
standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Volker Boule 
vard at Brookside, Kansas City 12, Missouri. Publication Of- 
fice (printer): 350 East 22nd Street, Chicago 16, Illinois » One 
dollar a copy. By subscription: $5.00 a year to members of 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at the post office 
at Kansas City 8, Missouri. Additional entry at Chicago, 
Illinois * Printed in U.S.A. by R. R. Donnelley & Sons Company 
at The lakeside Press, Chicago. Copyright 1959 by the 
American Academy of General Practice. 
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Surgical Abdomen. Joun C. Exy, and GARNET 
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Metabolic Diseases. ; 


Diagnosis of Diseases of the Stomach by Gastroscopy 
and Gastroscopic Biopsy. Epwarp B. Benepict, 
M.D. Gastroscopy should not be a routine procedure 
but should be reserved for all cases of suspected 
gastritis, unexplained gastrointestinal symptoms 
and cases that involve a difficult differential 
diagnosis. 


The Treatment of Myasthenia Gravis. Kenneru R. 
Mace, M.D. A guide to diagnosis and satisfactory 
treatment for a disease that, although rare, is im- 
portant because it is controllable. 


Nonallergic Bronchospasm. ANDREW L. BANyYAI, M.D. 
Bronchospasm of nonallergic origin is more preva- 
lent than generally realized. It is important to treat 
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PUBLISHER'S MEMO 


GP RECENTLY TRIED to help an advertiser and unwit- 
tingly violated a new postal regulation. There are 
literally hundreds of regulations (some of them rather 
fickle) and it’s easy to graze in a forbidden pasture. 
Fortunately, the postal authorities were genuinely co- 
operative and the matter was amicably settled to every- 
one’s satisfaction. It involved such technical minutiae 
as closing dates, pagination, mailing permits and other 
matters of little interest to the reader. 

However, compliance with these regulations is of 
considerable concern to publishers and advertisers. 
So to put our friends on guard, we detailed our ex- 
perience in a letter to advertisers and. agencies. In 
publisher’s terms, the letter was “straight copy” with 
no “sales pitch” involved. 

If we'd offered free $10 bills, we wouldn’t have eli- 
cited a quicker response. We were thanked, queried 
and patted sympathetically. Best of all, it was a warm 
and affectionate response. 

This supports a postulate we adopted long ago. 
Simply expressed, it’s our belief in the theory that 
service sells. In this day and age, you don’t sell pages 
and prestige ; you sell markets and services. If you don’t 
offer both, you’re dead. 

Two years ago, GP completed its first Professional 
Practice Study. The results of exhaustive surveys were 
carefully tabulated and made available to advertising 
managers, market research directors and agency execu- 
tives. These studies, now being done on a continuing 
basis, give the advertiser facts and information he 
needs. 

The response to our letter made us once again aware 
of the camaraderie that pervades the very cordial rela- 
tionship between the medical profession and the 
pharmaceutical and equipment industries. This bond 
is based on a mutual desire to help the other man and 
thus serve, directly and indirectly, the health needs of 
the nation. 

We don’t willfully violate Mr. Somerville’s rules and 
regulations—but it’s nice to know you have friends. 

—M.F.C. 
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in asthma, bronchitis, rhinitis and sinusitis 


Chymar Aqueous was used as adjunctive therapy for 60 patients suffer- 
ing from asthma, bronchitis, rhinitis or sinusitis. ‘“‘In the majority (48) 
of these cases, improvement was demonstrated by easier breathing, im- 
proved vital capacity, thinning of bronchial secretions, ability to raise 
sputum more freely and a reduction in the amount of expectoration.”’' 
In 2 other studies, Chymar was used with good success in treating 45 
cases of asthma.*:* Supplied in 5 cc. multiple dose vials with 5000 


Armour Units per ml. Also available as Chymar in Oil. 1. Parsons, D. J.: 
Clinical Medicine 5:1491, 1968. 2. Diaz, E. S.: Revista de la Confederacion Medica Panameri- 
cana §:402, 1958. 3. Diaz, E. S.: Sinopsis Medica Internacional 6:20 (March) 1958. 


Chymar Aqueous is also preferred for systemic anti- 
inflammatory action in obstetrics, gynecology, 
dermatology, surgery, accidents and eye diseases. 


ARMOUR PHARMACEUTICAL COMPANY - KANKAKEE, ILLINOIS - A Leader in Biochemical Research 


GP Volume XIX, Number 4 


| 
a 
A 
4 
: 
4 
liquefies Mucus 
: 
: 
? 
® 
4 


EXECUTIVE DIRECTOR’S NEWSLETTER 


APRIL 1959 


Significant Events 


Colorado Opposes p The Colorado State Medical Society "thoroughly disagrees" 
Third-Party Report with key conclusions in the somewhat controversial report 
of the AMA Commission on Medical Care Plans. The report, 
widely interpreted as urging coexistence with closed—panel 
plans, will be considered by the AMA House of Delegates at 
the June Atlantic City meeting. Colorado is the first 
state to act on the so-called "third-party" report. 
The state society's AMA delegates have been instructed to 
"go on record as definitely opposing closed—panel systems 
of medicine." The action followed the adoption of a report 
analysis filed by B. T. Daniels, a Denver surgeon. Copies 
of the report have been sent to other state societies. 
Specifically, the Daniels report does not agree that "the 
medical profession should assume a _ judicious, tolerant and 
progressive attitude toward developments in the medical 
care field" and should recognize the need for "continued 
experimentation." Dr. Kenneth C. Sawyer, one of Colorado's 
three AMA delegates, has called the commission study "a 
weak report." 


Keogh-Simpson Bill p» More than a year ago, GP correctly pointed out that the 

May Be Sabotaged Jenkins—Keogh bill (now known as the Keogh-Simpson bill) 
would bog down if wage earners tried to climb aboard. As 
predicted, bills have now been introduced to make wage 
earners and salaried workers eligible for benefits origi- 
nally intended only for the self-employed. These proposals 
will undoubtedly doom the Keogh-Simpson bill. 

Those who oppose the bill argue that it gives the self-— 
employed person a distinct "tax advantage" and is therefore 
discriminatory. These same congressmen forget that the 
Keogh-Simpson bill is intended to correct a lopsided and 
confiscatory tax plan. Employee retirement income funds have 
for years given wage earners the same "tax advantage" now 
branded confiscatory by the anti—Keogh-Simpson coalition. 

Expect Wayne Morse (D-Ore.) to help administer a Senate 
coup de grace. Morse knows that the revenue loss would be 
astronomic if wage earners are included. By pretending to 
fight for the salaried segments of the gainfully employed, 
Morse may be able to sabotage the Keogh-Simpson bill and 
scuttle honest efforts to correct an obvious inequity. 

Don't be encouraged by favorable House action. Although 
passed by the House without a record vote, the show-— 

down will be in the Senate. We predict, as we did last 
year, that the bill will not become law in this session. 
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> Edwin P. Patterson, appointed manager of the AMA's Wash- 


ington legislative office three months ago, resigned March 
31. Patterson has returned to his former position as 


counsel for the House Veterans Affairs Committee, a post he 
held for 12 hears before joining the AMA. Many observers 
are wondering when the reorganization shuffle in the 
Washington office staff will be completed. 


Blasingame Attacks > The AMA and the American Hospital Association take widely 


AHA Forand Policy divergent views of the Forand compulsory health insurance 
bill. F. J. L. Blasingame, the AMA's executive vice presi- 


dent, recently pointed out that the AHA's Forand bill policy 
statement represents a "serious threat to the splendid 
relationship between hospitals and physicians." 


The policy statement, issued last August, must be viewed 


as diluted disapproval of the controversial bill. Stripped 
of its verbiage, the statement puts the AHA on record as 


admitting that it may be necessary to enact a social 
security medical care scheme. 


AMA leaders feel that the AHA should promptly revise its 
watered down reaction and come out with a strong statement 
of policy in direct opposition to the Forand bill and other 


bubbling health insurance schemes. This issue may portend 
a long pending showdown between the organized hospital 


world and organized medicine. 


Backs New Health i Sen tor Kenneth B. Keatin R-N.Y.) is expected to intro—- 
Insurance Bill duce a bill that gives taxpayers a break on health insurance 


premiums. Here's how it would work. If the taxpayer's 
gross income was less than $2,000, he could deduct 90 per 
cent of the premiums paid to commercial or nonprofit plans. 
The deductible portion is based on an adjusted gross income 
escalator clause. Taxpayers who make more than $10,000 
could only deduct 60 per cent of total premium costs. 


During his many years in the House, Keating fought for 


tax deductible health insurance premiums. Now, as a fresh- 
man senator, he hopes for real results. Keating points out 


that his bill will "completely avoid costly and dangerous 
government control and direction." He adds that it will 
also not interfere with the doctor—patient relationship. 


Shaw Society Pp The Shaw Society of Chicago believes that a publisher 

Mad at AMA should tacitly accept book advertising without first 
reviewing the book. In this case, the publisher is the AMA 
and the book is the late George Bernard Shaw's dissertation 
on vivisection, "Are Doctors Really Inhuman." 


A Shaw society spokesman contends that the AMA "has set 


itself up as a board of censors." Adding that "the book is 
virtually a classic by virtue of its authorship," the 


society claims that "this board of censors is presumptuous." 


It will be a sad day for publishers (and even book sales- 


men) when magazines and other media are forced to accept 
any and all advertising. GP sides with the Journal AMA. 
—M.F.C. 
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N. Lewis, Tulsa, Okla.; C. J. KLAAREN, M.D., Box 402, Mos- 
cow, Ida. 

Terms to Expire 1959: Louis Busu, M.D., 752 Merrick Rd., 

Baldwin, N.Y.; Boyp H. Payne, .D., Professional Bldg., 

Staunton, Va.; JosepH W. TeELrorD, M.D., 3255 Fourth Ave., 

San Diego, Calif. 


Committee on Scientific Assembly: Herman E. Driit, M.p., Chair- 
man, 1959 Assembly, 23 Ninth Ave., S., Hopkins, Minn.; 
Garra L. Lester, M.p., Chairman, 1960 Assembly, 1 Morris 
Ave., Chautauqua, N.Y. 

Terms to Expire 1961: George V. Launey, Jr., M.D., 9528 Webb 
Chapel Rd., Dallas, Tex.; Amos N. Johnson, M.D., Garland, 
NG. 

Terms to Expire 1960: Waurer W. Sackett, Jr., M.D., 2500 Coral 
Way, Miami, Fla.; Garra L. Lester, M.D., 1 Morris Ave., 
Chautauqua, N.Y. 

Terms to Expire 1959: Eimer Riwceway, Jr., .v., 3601 N. 

May Ave., Oklahoma City, Okla.; Herman E. Dritt, .D., 

23 Ninth Ave., S., Hopkins, Minn. 


Committee on Constitution and By-Laws: Joun E. Foster, ™.D., 
Chairman, Foley, Ala.; A. I. Doxrorsky, .p., 7257 S. 
Jeffery Ave., Chicago, Il; Leland §. Evans, M.D., 217 W. 
Court Ave., Cruces, Julian K. Welch, Jr., M.D., 
107 N. Lafayette Ave., Drownasille, Tenn.; Arthur P. Reding, 
M.D., Marion, S.D.; Jason C. Sanders, M.D., 106 E. Kings- 
highway, Shreveport, La. 
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u.p., Chairman, 3602 N. Fifteenth Ave., Phoenix, Ariz.; 
Carrot WITTEN, M.D., 2237 Taylorsville Rd., Louisville, Ky.; 
William F. Putnam, M.D., Lyme, N.H.; Peter J. Scafarello, 
M.D., 410 Asylum St., Hartford, Conn.; Kenneth McPherson, 
M.D., 925 Sixth Ave., New Brighton, Pa. 


Committee on Rural Health: Bensamin N. SALTZMAN, M.D., Chair- 
man, 111 W. Sixth St., Mountain Home, Ark.; Gzorce W. 
Karetas, M.D., Newberry, Fla.; SWIcKARD, M.D., 
604% Sixth St., Charleston, Ill.; Joun R. Ropcer, .D., 
Bellaire, Mich.; Paut J. Semrert, Jr., M.p., 509 California, 
Libby, Mont.; Cecil W. Clark, M.D., Cameron Medical Center, 
Cameron, La.; Valentin E. Wohlauer, M.D., Box 578, Brush, 
Colo. 


Committee on Insurance: NorMAN F. Courter, ™.D., Chairman, 
1516 S. Kuhl Ave., Orlando, Fla.; Georcs E. Burkert, Jr., 
m.D., 349 Main St., Kingman, Kan.; Frank H. Green, M.D., 
134 E. Second St., Rushville, Ind.; Richard P. Bellaire, M.D., 
38 Church St., Saranac Lake, N.Y.; Herbert W. Salter, M.D., 
4900 Euclid Ave., Cleveland, Ohio. 


Committee on Mead Johnson Awards for Graduate Training in 
General Practice: BERNARD E. Epwarps, M.D., Chairman, 704 
N. Main St., South Bend, Ind.; Donato H. Kast, .p., 
Bankers Trust Bldg., Des Moines 9, Ia.; R. Adelaide Draper, 
M.D., 1107 Washington St., Dorchester, Mass.; Walter T. 

Gunn, M.D., 4617 Dahlia Ave., St. Louis, Mo.; Earl L. Ma- 

lone, M.D., 302 W. Tilden, Roswell, N.M.; Robert E. Verdon, 

M.D., 576 Anderson Ave., Cliffside Park, N.J. 


Ross Award Committee: Orson B. SPENCER, M.D., Chairman, 55 
N. Sixth E., Price, Utah; Ralph J. Lum, Jr., M.D., 601 Avenue 
Miramar, Santurce, Puerto Rico; R. Varian Sloan, M.D., Aina 
Haina Shopping Center, Honolulu, Hawaii; Rafael C. Sanchez, 
M.D., 3330 Canal St., New Orleans, La.; Robert W. Hender- 
son, M.D., 405Y% Broadway, Bismarck, N.D. 


Liaison Committee on National Defense: SPENCER YORK BELL, M.D., 
Chairman, 1826 W. Clinch, Knoxville, Tenn.; Peter C. H. 
ERINAKES, M.D., 1425 Main St., West Warwick, R.I.; Crype I. 
Swert, M.D., 18 Sherman St., Island Falls, Me.; 4. M. Cox, 
M.D., 1809 Logan St., Cheyenne, Wyo.; Cyrus G. Reznichek, 

M.D., 1912 Atwood Ave., Madison, Wis. 


Committee on 1959 State Officers’ Conference: CARROLL WITTEN, 
M.D., Chairman, 2237 Taylorsville Rd., Louisville, Ky.; 
Richard P. Bellaire, M.D., 38 Church St., Saranac Lake, N.Y.; 
Carroll B. Andrews, M.D., Box 367, Sonoma, Calif.; Mr. 

Donald C. Jackson, Advisor, 1905 N. Lamar, Austin, Tex. 


Representatives to Joint Committee on Industrial Medicine: William 
B. Hildebrand, M.D., 59 Racine St., Menasha, Wis.; Logan T. 
Robertson, M.D., 17 Charlotte St., Asheville, N.C. 


Advisor to the Board on International Medical Affairs: U. R. Bryner, 
M.D.. 508 E, South Temple, Salt Lake City, Utah. 
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Committee on Voluntary Prepaid Medical Care: Ropert A. PRIcE, Committee on Mental Health: M. C. WiGiNTON, M.D., Chairman, 


310 W. Thomas St., Hammond, La.; ANprew S. Toms, M.D., 
Box 3155, Victoria, Tex.; E. I. BAUMGARTNER, M.D., 25 Alder 
St., Oakland, Md.; I. P. FroHMAN, M.D., 2924 Nichols Ave., 
S.E., Washington, D.C.; Ricuarp H. Gwartney, M.D., 2810 
State St., San Bernardino, Calif.; Lawrence E. Drewrey, M.D., 
222 Van Buren, N.W., Camden, Ark.; John F. Loeck, M.D., 
114 3rd Ave., S.E., Independence, Ia.; Robert M. Fonner, M.D., 
3225 N. Laramie Ave., Chicago, Ill.; Austin B. Kraabel, M.D., 
415 N. 85th St., Seattle, Wash. 


MUSE Committee (Committee on Minimum Uniform Standards in 
Education for General Practice): Homanp T. JACKSON, M.D., 
Chairman, Medical Arts Bldg., Ft. Worth, Tex.; Cuartrs C. 
Cooper, M.D., 322 Hamm Bldg., St. Paul, Minn.; J. S. DeTar, 
M.D., 55 W. Main, Milan, Mich.; Carteron R. SMITH, M.D., 
1101 Main St., Peoria, Ill.; Mary E. Jounston, M.p., Tazewell, 
Va.; Wim J. SHaw, m.p., Lee Hospital, Fayette, Mo.; 
Louts F. Rirretmeyer, Jr., M.p., University of Mississippi 
Medical Center, Jackson, Miss.; John P. Lindsay, M.D., 5410 
Harding Rd., Nashville, Tenn.; Carroll B. Andrews, M.D., 
Box 367, Sonoma, Calif. 


Special Committee on 1959 Invitational Scientific Congress: NORMAN 
R. Boouer, M.p., Chairman, 447 E. Thirty-eighth St., 
Indianapolis, Ind.; Frovp C. Bratt, M.p., 833 South Ave., 
Rochester, N.Y.; M. C. Wicinton, M.D., 310 W. Thomas St., 
Hammond, La. 


Liaison Committee with the Specialty Societies: J. S. DET ar, M.D., 
Chairman, 55 W. Main, Milan, Mich.; Cuartes C. Cooper, 
M.D., 322 Hamm Bldg., St. Paul, Minn.; Carteton R. Smiru, 
M.D., 1101 Main St., Peoria, Ill. 


Academy Representatives on AMA Committee on Preparation for 
General Practice: J. S. DETar, m.p., 55 W. Main, Milan, Mich. ; 
Jesse D. Risinc, M.p., University of Kansas Medical Center, 
Kansas City 12, Kan.; Malcom E. Phelps, M.D., 203 S. 
Macomb, El Reno, Okla.; Mr. Cuartes E. Nyserc, Volker 
Blvd. at Brookside, Kansas City 12, Mo. 


“The Public Library is on the phone, Doctor— 
they want to know if they can borrow 
our May 1933 Geographic” 
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This Month’s Authors 


Russell N. DeJong, M.D. has been professor and chairman of the University 
of Michigan’s neurology department since 1950. Editor of Neurology eight years, 
Dr. DeJong is also immediate past president of the American Board of Psychiatry 
and Neurology. Last year he was first vice president of the American Neuro- 
logical Association. In 1956, Dr. DeJong served as president of the American 
League Against Epilepsy. A graduate of the University of Michigan, he took 
the majority of his neurology training at the University Hospital. Dr. DeJong’s 
article, ‘“The Treatment of Vascular Headaches,” is the tenth in the current 
Practical Therapeutics series. Page 146 


E. A. Haunz, M.D., who writes of “Insulin, Sulfonylureas and the Diabetic 
Patient,” practices in Grand Forks, N.D. He is associate professor of clinical 
medicine at the University of North Dakota School of Medicine and is a member 
of the attending staff at two Grand Forks hospitals. For four years Dr. Haunz 
was a member of the American Diabetes Association’s board of governors and 
served as chairman of that group in 1956-57. He has served on the editorial 
boards of both Journal of Clinical Medicine and Journal Lancet. A graduate of 
the University of Buffalo, Dr. Haunz has done a great deal of work for summer 
camps for diabetic children. Page 124 


Roland A. Loeb, M.D. is the author of “Cancer Detection in General Practice.” 
For two years he was a visiting lecturer on “The Diagnosis and Management 
of Early Cancer” at the Memorial Center for Cancer and Allied Diseases, New 
York City. Dr. Loeb served a fellowship in cancer detection at the Center’s 
Strang Prevention Clinic. A graduate of the University of Pennsylvania, he 
served his internship at the Lancaster (Pa.) General Hospital, where he is now 
associate physician in the department of medicine. Dr. Loeb also has a private 
practice in Lancaster. He is second vice president of the American Cancer 
Society’s Pennsylvania division. Page 114 


Edith L. Potter, M.D. is professor of pathology in the obstetric-gynecologic de- 
partment at the University of Chicago. A graduate of the University of Minnesota, 
Dr. Potter is also a consultant to the Armed Forces Institute of Pathology and 
to Walter Reed Medical Center, as well as being pathologist at the Chicago 
Lying-In Hospital. She was the 1952 recipient of the New York Infirmary’s 
Elizabeth Blackwell Award for outstanding work in the field of infant pathology 
and two years later received a Doctor of Medical Science degree from the Univer- 
sity of Pennsylvania’s Women’s Medical College. Dr. Potter’s article is ‘The 
Abortion Problem.” Page 105 


Roderick L.Tondreau, M.D. collaborated with colleague John J. Murphy, M.D. 
on “Roentgen Manifestations of Surgically Correctible Renal Disease.” Dr. 
Tondreau was graduated from the University of Pennsylvania in 1940, then 
served in the Navy Medical Corps five years. In 1947 he began a three-year 
radiology fellowship at Mayo Foundation. Dr. Tondreau is currently associate 
professor of radiology at the University of Pennsylvania Graduate School of 
Medicine and associate radiologist at the University Hospital. He is also radiolo- 
gist at the Holy Redeemer Hospital, Meadowbrook, Pa. Dr. Murphy is a member 
of Pennsylvania’s department of surgery. Page 134 
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LETTERS FROM OUR READERS 


Yours Truly... 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


The Real Problem 


Dear Sirs: 

Your generous reply to my letter in the November, 1958 
issue of GP was fine. However, I am sorry if my comments 
about the plantar wart question left you with the impression 
that I was criticizing your exceptionally good editorial policy. 
No such thing! I'll use this letter to commend you again on 
GP. 

The purpose of my former letter was to let off steam about 
medical education or rather the lack of it. Why should a gen- 
eral practitioner have to ask such a question about the rou- 
tine care of plantar warts? 

I think I have one answer to my own question. The uni- 
versities that used to teach for four years have taken the 
easy road, as all so-called progressive education has, and 
they are throwing the medical students out into the hospitals 
before any attempt has been made to give to them the prin- 
ciples of surgery, fracture care and OB-GYN. This eases the 
teaching load, of course, but it thrusts half-taught boys and 
girls into areas where most of their following education is 
pick-up material. 

This was forcibly brought to my attention recently when 
my 87-year-old mother fell, while in the hospital, when she 
tried to step out of a wheel chair on the way to her bed, 
after x-ray. A resident saw her. No effort was made to con- 
tact me. Ten hours later when I walked into the hospital, I 
read the resident’s comments: “She fell and bumped her 
head and her hip.” No care. No x-ray. When I asked Mom 
to kick my hand, she could not elevate her heel off the bed. 
X-ray showed the hip fracture. 

But the amazing thing to me was that eight tesidents, 
three board certified x-ray men, all coming to the hospital 
from al! over the world had never heard of that simple test 
for hip fracture. Then I found out that the universities do 
Rot cover a course in Principles of Fractures anymore. The 
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students were left to the mercy of “‘orthopods” who often 
were too busy to talk while they worked. 

Last month I inherited a case of angina pectoris, who had 
been given two weeks of clinical work-up in one of our major 
hospitals. The heart specialist sent her home to general care 
with the assertion, “Do these things. Of course she shows 
some sugar but her problem is coronary insufficiency.”’ Well, 
this diabetic of 20 years, taking insulin all the time, daily, 
was no longer diabetic and her trouble was hyperinsulinism. 
The heart man gave no consideration to this pertinent prob- 
lem because it was not in his sphere of medical thought. — 

So it goes, day after day, to the point that I tried in my 
former letter to stimulate some kind of thinking on how nec- 
essary it is for the generalist to assume rightful authority. , 
His education should be broad enough that he should be : a 
able to treat 80 per cent of hospital entrances and also work ' 
with and supervise the care of his patient when he calls in 
the specialist. Medicine to remain rational must return to 
consultation and stop referral for the most part. The doctor 
must regain his position as a gentleman and stop being a 
stooge. Cardinal Newman thus defined a gentleman: 

**One who knows something of everything and everything 
of something and would not willfully hurt any fellow being.” 

If this be an accepted definition it appears that it will take 
the combined effort of generalist and specialist to regain the 
traditional eminence of the men in medicine. 

Some things that have to be corrected immediately, how- 
ever, are: (1) More teaching in universities of the broad 
scope of cultures and generalism. (2) Remove the economic 
bludgeons that were directed against the generalist through 
insurance set-ups. Moreover, if the doctors don’t return to 
more combined meeting of all their separate groups, the 
specialist will soon find the blue-printed economic bludg- 
eons working against his own interests. He will become a 
four-thousand-a-year man, eight-hour-a-day, socially-se- 
cured, pensioned stooge of statism. This was foretold in a 
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How greatly the parents are distressed by the disorder 
f six to eig' 


is usually a good gauge of its severity. 
is a basic state of life has been advanced. Wakefulness 


* 
ce of sleep, caused by stimuli that are 
believed that the problem of insomnia might be so 


not wakefulness, 


y theory of the cause of sleep was that of “fatigue to 
accumulate in tissues and be excreted during the night. This theory has never been proved 


or disproved. 
lethargy—refreshed. In slender purple Caplets,® Lotusate is new to many patients w 


want a different “sleeping pill.” 
Lotusate available as Caplets of 120 mg. (2 grains) for insomnia. 


Prescribe Lotusatee new intermediate-acting barbiturate, to induce the depend- 


able, sound sleep that relieves the discomfort of hospital patients. Prescribe it for elderly 


is termed as a temporary disturban 
kind or another, or by stress. It is 
patients, or for any patients who must h 
induces sleep that lasts a natural span 0: 


Infantile insomnia, a problem in children from six months to three years of age, usually has 
A concept that sleep, 


Lotusate (brand of talbutal [5-allyl-5-sec.-butylbarbituric acid] ) and Caplets, trademarks reg. U. S. Pat. Off. 


in it an element of separation ‘anxiety. 
by further study of this concept. 


An earl 


lepers 


social research editorial in Medical Economics in 1945. |)ur- 
ing my perusal of things medical the past 35 years, not hing 
has developed to change this blueprinted course. Tha: edi- 
torial also foretold that international labor had in min! not 
only control of the MDs in the hospitals but also control of 
the capitalistic trade houses of medicine. These institutions 
would be relegated to the manufacture and deliverance of 
such specifics as were acceptable to ILO. This would be 
accomplished by a little black book in the pockets of the in- 
paid men of the hospitals. Hospital pharmacy committees 
are now functioning in such a way as to bring this ambition 
to conclusion. 

Someway, somehow the divided groups of medicine must 
be brought together again to stem the assaults that have 
militated against us all, patient and doctor alike. The cost of 
hospital care which is becoming prohibitive must no longer 
be called the cost of medical care, for such indicts the doc- 
tor. It isn’t the doctor, but labor, insurance and government 
which have made this so. This fact must now be prominently 
publicized. 

Well, this rambling philosophy must end. So, again, | 
congratulate you on GP. No criticism was intended. The 
only criticism intended was of present day medical education. 

C. F. McDona 
Milwaukee, Wis. 


More on the Presses 


Dear Sirs: 

Who says the general practitioner is not interested in 
giving the public the best service that can be rendered? 

Since publication of my editorial, “Who Makes the Diag- 
nosis ?” (January, 1959), I’ve had more than 500 requests 
for my form. My supply is exhausted and will be reprinted. 

May I use this column to ask those who have not received 
a form to be patient with me and the printer. 

If there are enough requests I shall be pleased to provide 
(a supply) them at cost—approximately 20 cents for the 
nine-page questionnaire. 

Epwin MATLIN, M.D. 

Mt. Holly Springs, Pa. 


So It Goes! 


Dear Sirs: 

I have the letter from the Academy’s treasurer, Dr. A. E. 
Ritt, asking for additional contributions to our building fund 
and correctly stating that I have given $50. I note that you 
are asking for $15 from each of our 25,000 members. En- 
closed please find a check for $25. 

For the extra $10 I am sincerely asking you to use your 
influence so that our magazine can be made into something 
that has some faint resemblance to a scientific publication. 
(Lalso dislike the large, slick advertising mixed up with sub- 
ject matter.) 

From 1930 to 1943 I was a student nurse (three years) 
and a graduate (nine and one-half years) and was exposed 
to nursing journals, These publications were good in their 
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purpose to help nurses know about nursing generally but 
the scientific portion was for the most part “written 
down” to us. I have the same feeling about GP, so much 
so that I have requested that it not be sent to me. 

When I give an anesthetic, as I must do within the next 
hour, I am an anesthesiologist. When I see a sick baby I am 
a pediatrician, etc. In any case I am acutely concerned with 
the problem at hand, and if I am to read something about it 
[ want an article which represents a new or worthwhile con- 
tribution to the literature of that particular discipline. If I 
want an introduction to neurology I would buy a textbook on 
the subject, not expect to find it in our magazine. 

In our group of general practitioners we have some of the 
most influential citizens in their contributions outside of 
medicine. Do any of them make any contribution to medical 
knowledge—I might say “‘literature?”’ Are our members 
stimulated to make their own observations and to report 
their cases ? 

The enclosed reprint by me from the Virginia Medical 
Monthly was abstracted in Current Medical Digest in Febru- 
ary, 1958. The only corament that I will make about it is that 
it was apparently selected for what it might have had to 
offer and many of the contributors to this journal are appar- 
ently specialists. 

Again, I am glad to be able to contribute some more to 
our building. Being in the AAGP has been of help to me in 
that through our directory I have been able to find doctors 
in other parts of the country when I wanted to refer a pa- 
tient to a “family doctor.” 

NATHANIEL H, M.D. 
Halifax, Va. 


In the same mail comes this statement from a renowned 
authority—a specialist in digestive disorders: ““GP means a 
great deal to me. I believe (and I proselytize every chance I get) 
that GP is the only place today that one can find good profes- 
sional medical writing. Somehow, without the slightest hint of 
editorial arrogance, you make medical writing come out as good 
literature.” —Mepicat Eprror 


30-Year Practice 


Dear Sirs: 

Iam eager to find a physician to take over a general prac- 
tice in Akron, Ohio. The practice, established over a 30- 
year period, belonged to a physician who is now deceased. 
The office is completely equipped and is located in the 
downtown section of town. It is within ten minutes driving 
distance of all major hospitals. 

The gross annual income, before the doctor became ill 
three years ago, was $40,000 to $50,000. After his illness 
the amount dropped to $30,000 a year but could be built up 
again within a short period of time. 

The practice is available to any qualified physician with- 
out any monetary outlay. Contact me or phone-TEmple 
6-4132. 

Mrs. BertHA STEWART 
132 Edgerion Road 
Akron 3, Ohio 
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New somnifacient brings sleep —without lethargy 


An oft-repeated prayer in Tibet today is “Om mani padme hum!” (Oh, the jewel of the 
. lotus!). Harmony with the universe is the wish of the pious Tibetan Buddhists. Presumably, 


® 
new intermediate-acting barbiturate. This dependable somnifacient acts in fifteen to thirty 


minutes and the effects last from six to eight hours. Patients wake without lethargy. 


In slender purple Caplets® of 120 mg. (2 grains), Lotusate looks different. 
Adult dosage: Somnifacient —1 purple Caplet 15 to 30 minutes before retiring 


Lotusate (brand of talbuta! [5-ally!-5-sec.-butylbarbituric acid] ) and Caplets, trademarks reg. U.S. Pat. Off. 


this incantation, borrowed from Brahmanized ritual, can help. 
Hospital patients, elderly patients, any patients sleep when you 
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Unsurpassed symptomatic 
relief testifies to Medrol’s. 
enhanced anti-inflammatory, 
anti-allergic effects. But in 
corticotherapy that is not 
enough. The key to the 
patient’s total welfare 

is the therapeutic ratio— 


DESIRED EFFECTS 


Therapeutic 


TO 


Ratio 


UNDESIRED EFFECTS 


Here is where Medrol 

stands out. For all its increased 
effectiveness, Medrol has 

fewer and milder “classic” 
corticoid side effects; 

no disturbing “new” side effects 
such as muscle weakness. 
Whenever corticotherapy 


is that The best 

Medrol has the Jest 
therapeutic ratio ther apeutic 

in the steroid field. in the steroid a 


field makes 


Medrol 


the choice of physicians 


who consider the 
“Trademark, Reg. U.S. Pat. Off.—methylprednisolone, Upjohn total welfare 
[Upichn | The Upjohn Company, Kalamazoo, Michigan of their patients 


ratio 
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For 
Constipated 
Babies 


Borcherdt’s 


MALT SOUP EXTRACT 


(MALTSUPEX) 


MALT SOUP EXTRACT 


by promoting aciduric intestinal flora, produces soft 
gas-free stools naturally. There are no side effects 
of any kind. 

Thousands of pediatricians and general practition- 
ers have told us of splendid results. 

Two tablespoonfuls in the daily formula (or in 
water for breastfed babies) is the effective intake. 
For growing children MALT SOUP EXTRACT is 
added to milk, mixed with a cereal or mixed with 
fruit juices. 

MALT SOUP EXTRACT is specially processed 
non-diastatic barley malt extract neutralized with 
potassium carbonate. It is a food supplement—not 
a drug. (8 oz. and 16 oz. bottles.) 


We will be glad to send you 
clinical samples of powder and (or) liquid. 


BORCHERDT COMPANY 


217 North Wolcott Avenue, Chicago 12, Illinois 
In Canada CHEMO-DRUG COMPANY, LTD., Toronto 


| 


Borcherdt Company B 
217 N. Wolcott Ave., Chicago 12, lil. 


Gentlemen: Please send me sample of Malt Soup Extract 
(0 Powder Liquid) and literature. 


Address__ 


City_ Zone___ State. 
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Opportunity in Kansas 


Dear Sirs: 

Burlington, Kan. offers a wonderful opportunity to build 
a good general medical and surgical practice. There are two 
physicians doing the bulk of the work in Burlington, one of 
whom is 68 and anxious to taper off and the other is 57 and 
also approaching the age when he will want to cut down. 

The Coffey County Hospital is located in Burlington, the 
county seat, and is 40 miles from the nearest hospital so 
there is a large drawing area. The hospital is new and fully 
equipped and has a fine staff. Radiologic services are pro- 
vided on a weekly basis for fluoroscopy and by mail for non- 
fluoroscopic examinations. Pathology data is also available 
by mail. 

The town has a population of approximately 2,500 people 
with the entire county having about 10,000. The town has a 
new swimming pool, a country club with a lovely golf course. 
It is 60 miles from Topeka, the state capital, and 100 miles 
from Kansas City. 

No surgery is being done at the present time due to the 
loss of the resident surgeon, so there is an opportunity for 
someone with good surgical background to build a large 
practice. 

Direct inquiries either to H. L. Geery, D.D.S.; A. B. 
McConnell, M.D. ; the Burlington Chamber of Commerce or 
to me. 

W. W. VonDERLAGE 
Administrator 
Coffey County Hospital 
Burlington, Kan. 


“You could never guess where I'm sunburned!" 
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keep all patients* pain-free at all times 


¢ with the proper potency to match pain intensity 


Phenaphen: 
Codeine 


*except those for whom recourse to morphine is inescapable. 


Robins A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 
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Fresh Sunkist Navel Oranges are wonderful “finger food.” No seeds, easy to peel ...great for 


youngsters to eat by themselves. Easy for mother to prepare, too. 


In recommending oranges and orange juice for children... 


Why the word FRESH 


so important? 


Science has found that many of the 50 
known health values in the fresh orange 
exist mainly in the “meat” of the fruit. 

For instance, whole fresh oranges 
provide much more of the important 
bio-flavonoids and protopectins than 
processed orange juice. And, of course, 
the fresh orange gives all the vitamin C, 
vitamin A, B vitamins and minerals in 


the fruit... and in their proper natural 
balance. 

You want your young patients to have 
the best. In citrus, the best is fresh... 
fresh Sunkist citrus. Advise fresh strained 
orange juice for infant patients. As soon 
as they are old enough, advise whole fresh 
orange juice (with the health-filled solids 
left in) and whole fresh oranges. 


Sunkist Oranges 


The Sunkist trade-mark on the fruit is a guarantee 
of the finest from California-Arizona. 
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PERSONALITIES 


IN THE MEDICAL NEWS 


Edward L. Turner, M.D. and Walter S. Wiggins, M.D. 
Streamlining the System 


Tue AMA, under the guiding hand of Dr. “Bing” 
Blasingame, is still playing “fruit basket turnover.” 
Close on the heels of the latest Washington office change 
(see Executive Director’s Newsletter, opposite page 8) 
comes the announcement of two executive staff ap- 
pointments. Dr. Edward L. Turner, secretary of the 
Council on Medical Education and Hospitals since 
1953, will direct the newly created Division of Scien- 
tific Activities, which includes the Councils on Mental 
Health, Scientific Assembly and Medical Education 
and Hospitals; the American Medical Education 
Foundation and the Department of Therapy and Re- 
search. Dr. Walter S. Wiggins will succeed Dr. Turner 
as council secretary. 

Dr. Turner (upper left) has served as professor and 
chairman of the physiology department at the Ameri- 
can University of Beirut, Beirut, Lebanon, and as presi- 
dent of Meharry Medical College, Nashville, Tenn. 
Prior to joining the AMA, Dr. Turner was dean ef the 
University of Washington School of Medicine, Seattle. 
A graduate of the University of Pennsylvania, he is 
currently a member of the school’s medical advisory 
board and an associate trustee. Formerly vice president 
and member of the Association of American Medical 
Colleges’ executive council, Dr. Turner now serves as 
secretary-treasurer of the American Medical Education 
Foundation. 

Dr. Wiggins (lower left) has served as the council’s 
associate secretary five years. Before he joined the 
AMA, he was assistant dean at the State University of 
New York College of Medicine, Syracuse, and had pre- 
viously been director of the Syracuse Medical Center 
Tumor Clinic. Dr. Wiggins was graduated from Jeffer- 
son Medical College and took his internship at Ger- 
mantown Dispensary and Hospital, Philadelphia. From 
1946 to 1947, he serveda residency at Germantown, Pa. 
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Charles H. Ewing, M.D. 
The 25,000th Member 


On Aprit 6, Dr. Charles H. Ewing, Abington, Pa., 
was officially enrolled as a member of the American 
Academy of General Practice. No bells rang, no bands 
played and no skyrockets went off, but it was a note- 
worthy occasion nevertheless. Dr. Ewing was the Aca- 
demy’s 25,000th member. 

A Philadelphian by birth, young (32) Dr. Ewing is 
the grandson of a physician, and the son of a railroad 
executive. He received his preparatory education at 
George School, Bucks County, Pa., then served in the 
Navy from 1944 to 1946. After his discharge Dr. Ewing 
enrolled at Amherst College, Amherst, Mass., married 
inhis sophomore year, and was graduated with a Bache- 
lor of Arts degree in 1950. He then entered the Univer- 
sity of Pennsylvania School of Medicine, where he was 
vice president of the senior class and a member of the 
General Practice Society and Nu Sigma Nu medical 
fraternity. 

After serving both his internship and a residency in 
medicine at the Abington Memorial Hospital, Dr. 
Ewing began general practice. He is assistant physician 
in medicine at the Abington hospital and is on the gen- 
eral practice staff of Holy Redeemer Hospital, Meadow- 
brook, Pa. 

Dr. and Mrs. Ewing, whose home is in Rydal, Pa., 
have a daughter, 

Welcome, Dr. Ewing, to the Academy. 
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On the Calendar 


Academy chapter meetings and postgraduate courses, as well as 


other medical meetings in which general practitioners will have 
an interest, will appear here monthly. 


*Classified by the Commission on Education as acceptable for post- 
graduate study credits under Category I. Members should report 
actual hours of attendance. Maximum hours listed when 
available. 


_ *Apr. 15-16. Wayne State University College of Medicine, course 


on diagnostic proctology, Receiving, Harper and Grace 
Hospitals, Detroit, Mich. (8 Ars.) 

*Apr. 15-17. Maryland chapter and Maryland Medical and Chirur- 
gical Society, annual medical and chirurgical mesting, the 
Alcazar, Baltimore. (12 hrs.) 

*Apr. 16. Greater Kansas City chapter, Wyandotte (Kansas) chap- 
ter and University of Kansas School of Medicine, course on 
medical and surgical emergencies, University of Kansas Med- 
leal Conter, Kansas City, Kon. (4 hrs.) 

*Apr. 16-18. Univorsity of Minnesota, course on allergy for 
general physicians and specialists, Minneapolis. (15 hrs.) 

*Apr. 19. Flerida chapter and Dede County (Florida) chapter, 
course on recent advances and their office application, Eden 
Roc Hotel, Miami Beach. (6 hrs.) 

*Apr. 20-23. College of General Practice of Canada, third an- 
nual scientific convention, Royal York Hotel, Toronto. 

*Apr. 20-24. University of Michigen, course in rheumatology, 
University Hospital, Ann Arbor. (29 hrs.) 

Apr. 20-24. American College of Physicians, mecting, Conrad 
Hilton Hotel, Chicago. 

*Apr. 22-24. Kentucky chapter, annual meeting, Kentucky Hotel, 
Louisville. (10 hrs.) 

Apr. 27-29. Aero Medical Association, meeting, Hotel Statler, 
Los Angeles. 

Apr. 27—May 1. American Psychiatric Association, meeting, 
Civic Auditorium, Philadelphia. 


*Apr. 27—May 1. University of Michigan, course in metabolism 


and endocrinology, University Hospital, Ann Arbor. 
(30 hrs.) 

*Apr. 30. University of Indiena, course on treatment of hyper- 
tension, Indianapolis. (7 hrs.) 

*Apr. 30—May 1. University ef Mianii, surgical seminar, Jackson 
Memorial Hospital, Miami, Fla. (12 hrs.) 

*Apr. 30—May 1. Utah chapter, annual meeting, Hotel Utah, Salt 
Lake City. 

Apr. 30—May 3. Student American Medical Association, cighth 
annual meeting, Morrison Hotel, Chicago. 

*May 1-2. Pennsylvania chapter, annual meeting, Bedford Springs 
Hotel, Bedford Springs. (/0 hrs.) 

*May 3. St. Louis (Missouri) chapter, spring symposium, Chase 
Hotel. (4 Ars.) 

*May 4. Kansas chapter, annual meeting, Jeyhawk Hotel, Topeke. 

*May 5-18. University of Texas Postgraduate Schoo! of Medicine, 
second medical cruise to Caribbean, sailing from New 
Orleans on M. S. Stella Polaris. (25 hrs.) 

*May 7. Maryland and District of Columbia chapters, et al., com- 
bined meeting, Statier-Hilton Hotel, Washington, D. C. (6 
hrs.) 

*May 7. Portsmouth (Ohio) chapter, May medical meeting, Elks 
County Club, Portsmouth. (5 hrs.) 

*May 7-10. Virginie chapter, annual meeting, the Jefferson Hotel, 
Richmond. 

*May 8-9. University of Oklahoma, fifth annual combined sur- 
gery, radiology, pathology symposium, Oklahoma City. 
(12 hrs.) 

*May 10-12. Washington chapter, annual meeting, Monticello 
Hotel, Longview. 

*May 11-15. University of Minnesota, course on introduction to 

electrocardiography for general physicians, Minneapo- 

lis. (30-Ars.) 


CONTINUED ON PAGE 272 
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New evidence 
on the 
contribution 
of leaner 
Swift Meats 
for Babies 
during The 
Protein Age 


Recent findings at the University of Rochester* 
demonstrate that the feeding of strained lean meat 
to premature infants markedly decreases the 
tendency toward iron deficiency anemia during 

The Protein Age (the first year). 

These studies also tend to demonstrate 
that the nutrients of meat, particularly 
iron, are utilized at a far earlier age 
than has been supposed. 

The first finding adds a protective 
dimension to the “Pyramid of Growth,” 
the symbol by which we dramatize 
the role of meat in infant nutrition. ° 
The second offers further ‘ 
evidence of the advantages of < sae 


the early introduction of meat 
The Protein Age. "Sisson, T. R. C., J. Dis. Child., 95, 626 (1958). 
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Contaminated Carafe 


Tue New England Journal of Medicine for December 
18, 1958, carried a shocking account of carelessness in 
hospital service. When patients complained of un- 
palatable bedside water, Walter and his colleagues 
began inspecting water carafes—found that the ma- 
jority contained turbid, malodorous water. This led to 


a detailed survey of water handling in 24 Boston 


hospitals. 

At the outset, the investigators confirmed that Bos- 
ton tap water is pure and contains enough residual 
chlorine to be bactericidal. However, in most hospitals 
the water was grossly mishandled so that a sadly 
changed product passed patients’ lips. Cultures from 
103 carafes were positive in all but five instances— 
yielded coliform organisms and staphylococci. 

Many sources of contamination were uncovered. 
When a drinking tube was used in a carafe, the pa- 
tient’s saliva was injected into the water. This readily 
impaired the bactericidal action of the water. The same 


thing happened with carafes having dual-purpose lids. 


When the cup-shaped lid was inverted over the mouth 


of the carafe, residual water containing saliva was 
returned to the vessel. 

In many instances, the shape of the carafe favored 
unhygienic conditions. Thus, the type with a con- 
stricted neck was difficult to clean—usually was not 
cleaned in the true sense. Some of the containers were 
manufactured from materials that are not heat re- 
sistant so that they could not be subjected to sanitiza- 
tion by heat or steam. 

In only a few hospitals was there any practice of 
terminal disinfection of carafes before they would be 
used by other patients. Also, there was little insurance 
against exchanges of carafes among patients, so that 
Opportunities were good for cross-infection. 

There were many ways in which water was con- 
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taminated by hospital personnel. Carafes and ice were 
handled; cleaning and refilling were performed in the 
same room in which basins, bedpans and urinals were 
processed ; ice was carelessly made, carelessly stored, 
carelessly dispensed; ice containers and ice scoops 
were often “slimy and malodorous;” ice dispensers 
shared space with bedpan hoppers. 

The authors of the report had a number of sugges- 
tions for good water handling. They pointéd out that — 
personnel trained in food handling could be expected 
to do the work better than members of the housekeep- 
ing or maintenance departments. In any event, definite 
assignment of responsibility and close supervision 
would be a prerequisite to safe water. 

Ideas about design and material for carafes followed 
logically from the observations previously recorded. 
Otherwise, the water program would include: 

1. A policy that carafes are emptied and refilled each 
time (never just replenished). 

2. Labeling of carafes so that they are returned to 
the proper patient. 

3. Ice tongs for dispensing ice cubes. 

4. Daily sanitization of water equipment. 

5. Attention to details of ice manufacture, storage 
and dispensing. 

6. Periodic culture of water in carafes selected at 
random throughout the hospital. 

It is safe to assume that the conditions described by 
Walter’s group are not unique for Boston. Indeed, 
their report can serve as a valuable stimulus to phy- 
sicians everywhere. It is to be hoped that when they 
take a look at water carafes, conditions will not be so 
bad as they were in Boston. But that first look is im- 
portant. If the Boston investigators had not looked, 
they would not have found carafe water containing 
dead, partially decomposed insects or gelatinous is- 
lands of algae and fungi; carafe walls green and slimy; 
carafe odors usually stale or sometimes foul. 
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A Troublesome Task 


Nor LONG AGO a family physician of great wisdom and 
long experience was talking about the enormous 
growth of medical knowledge, and how complicated 
the practice of medicine has become. He was in the 
kind of blue mood that all of us sometimes have, and he 
was wondering whether all the new knowledge has 
provided a proportionate improvement in results as far 
as recovery of the patient is concerned. Thinking 
aloud, he said, ‘When I came along, I was taught that 
80 per cent of all illnesses would tend to disappear if 
the patient is put at rest. Today it seems that no illness 
is allowed to improve or to disappear without very 
skillful treatment and the administration of compli- 
cated drugs. Take infectious mononucleosis as an ex- 
ample. I have never heard of a case that improved or 
was cured by drugs, yet I saw a patient a few days ago 
—a patient who had been given extensive antibiotic 
treatment for infectious mononucleosis.” 

Well, it is evident from the mortality and morbidity 
figures for many diseases that new therapeutic methods 
have indeed made an important difference in the re- 
covery of patients. In truth, the physician knew that. 
What he really wished to do was to call attention to the 
growing complexity of a problem that is as old as medi- 
cine itself. It comes about because whenever physicians 
are given new tools, they have a natural wish to use 
them. Then, it is not surprising that the tools are put 
to uses for which they were never intended. 

Physicians have a mission to treat. It is relatively 
easy to learn how to treat. It is difficult to learn when to 
treat. Or, to state the problem in another way, the 
hardest lesson for a physician to learn is to withhold 
treatment, and this has always been so. You’ll find 
evidence of it if you read an old Materia Medica, or if 
you read case reports in the medical literature of years 
ago and notice how often a patient’s “treatment” was 
sheer meddling. 

Consider, too, how often a drug for which specific 
use had been found was soon put to other inappro- 
priate use. When it was learned that digitalis would 
relieve the dropsy of congestive heart failure, it was 
not very long before physicians were administering 
digitalis for all types of dropsy, and the results were 
generally disappointing. 

The wise physician who had raised the question 
about treatment went on to present another problem. 
**Severai days ago,” he said, “I saw an elderly person 
with congestive heart failure. All the things that 
should have been done had been done for him, and yet 
the patient was then subjected to about $100 worth of 
additional laboratory tests that, in my opinion, added 
nothing to the diagnosis or the treatment.” 
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It is quite true that patients are subjected to nore 
tests than are truly necessary. Most physicians ire 
aware of this. Indeed, a similar awareness is evic ent 


among medical students—witness the superb record, 
*‘Exsanguination Blues,” that was produced by the 
students of the University of North Carolina Sciiool 
of Medicine. 

Excessive testing in the laboratory is partly a conse- 
quence of the fact that there is a better understanding 
of disease in physiologic terms, and physicians seck to 
substantiate their estimates of disease situations in 
such terms. 

It is also a result of the fact that the physician in 
training—the “house officer” —is learning to discrimi- 
nate, and this is not an easy lesson. In fact, to drive 
this lesson home sometimes seems to be the teacher’s 
most troublesome task. 


Arterial Homografts 


Wuen Robert Gross of Boston inserted the first suc- 
cessful arterial homograft in 1948, a decade of rapid 
advancement in arterial surgery began. It was fortunate 
that the basic experimental work on the preservation of 
arterial homografts had been done in the early part of 
this century by Dr. Alexis Carrel and others. The use 
of antibiotics and the advances in anesthesia made 
arterial surgery feasible in all parts of the body. 

In 1958, the use of homografts appears to be waning. 
The synthetic grafts of Nylon, Teflon, Dacron and 
other materials are gaining wide popularity, and the 
early results obtained with these grafts appear very 
satisfactory. The incidence of early graft failure ap- 
pears similar to the incidence obtained with homo- 
grafts. 

Homografts are difficult to obtain at times, and if 
the homografts are preserved in a balanced salt solu- 
tion with antibiotics and homologous serum in a 
refrigerator, the maximum of safe storage is six weeks. 
If low temperature storage or freeze-drying is used for 
preservation, there is an initial expense of $500 to 
$1,000 for equipment, but the maximum time of safe 
storage is several years. Homografts have an advantage 
in that the clinical follow-up of some patients is now 
over ten years. 

Plastic grafts are obtainable in any length and diam- 
eter but have the disadvantage of the necessity to be 
preclotied before use. Often a large initial hemorrhage 
results when the clamps are removed after the graft is 
first inserted. 

The arguments concerning the preference of the 
type of grafts are not conclusive. The results of work 
in the next decade will be required to decide which 
graft will prove superior. 
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The ECG In Neurocirculatory Asthenia 


Dyspnea, palpitation, chest pain, dizziness or faint- - 


ness, and fatigue in varying degrees of severity, make 
up the principal complaints of the patient with neuro- 
circulatory asthenia. On superficial appraisal, such 
symptoms are similar to those of organic heart disease. 
It is not surprising, therefore, that the neurocircula- 
tory asthenic often believes that her heart is damaged, 
and occasionally her physician makes the same mis- 
take. Nor is it surprising that cardiologists perforce 
have taken a close interest in the syndrome and that 
their wriings on the subject have been prolific. 

Among the records of neurocirculatory asthenia, 
mention has been made repeatedly of electrocardio- 
graphic abnormalities. The notion prevails that aber- 
rations in the ECG are much more prevalent than in 
normal subjects. However, some students of the prob- 
lem have not accepted that view. In a report published 
in the Annals of Internal Medicine for December, 1958, 
Kannel, Dawber and Cohen support the skeptics. 

Kannel’s group culled their data from examinations 
that were a routine part of the Framingham Heart 
Disease Epidemiologic survey. The subjects of that 
survey represented a random sample of the population 
between the ages of 30 and 60 years. The records of 
1,214 consecutively examined adults were reviewed 
and grouped as follows: 


757. normal 

203 neurocirculatory asthenia 
_254 organic cardiovascular disease 
1,214 total 


The subjects with organic cardiovascular disease were 
excluded from consideration. The diagnosis of neuro- 
circulatory asthenia was made without prior knowledge 
of the electrocardiographic findings. The electrocardio- 
grams for this group and for the normals were then 
reappraised for the prevalence of aberrations. The 
results were as shown in the diagram at the right. 

The small differences in proportions of abnormal 
electrocardiograms in each group were not statistically 
significant. Moreover, the abnormalities were suffi- 
ciently diverse to indicate that there was no consistent 
electrocardiographic pattern associated with neuro- 
circulatory asthenia. 

The authors speculated about the origin of the mis- 
taken idea that the electrocardiogram is more often 
abnormal in neurocirculatory asthenia than in normals. 
They concluded that there had been inadequate con- 
trols and a biased selection of patients in previous 
considerations of the problem. 

That kind of trap is frequently encountered in 
clinics! investigation. There is an analogy in the 
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psychologist’s old trick of the dot on the sheet of 
paper. A viewer is asked to tell what he sees. He replies 
that he sees a dot, whereupon he is upbraided for 
being unobservant. He has seen the dot but not the 
large expanse of white paper surrounding the dot. 


Teaching Techniques 


ONCE IN A WHILE at meetings that have to do with 
medical education, you’ll witness a strange phenom- 
enon— medical educators who don’t know how to edu- 
cate. Now, don’t misunderstand—the people on the 
program are usually wonderful. They think beautiful 
and stimulating thoughts. But their techniques of de- 
livering those thoughts to the audience are disappoint- 
ing. 

Consider the following rules: 

1. An educational program should start on time. 

2. A speaker should stay within the limits of time 
allotted for his speech. 

3. A speech usually should differ from an essay. 
(That is to say, an essay written for publication, and 
intended therefore for a reader, is difficult for a listener 
to understand when it is delivered as a speech.) 

4. Visual aids, notably pictures projected on a 
screen, often aid comprehension. , 

5. When such visual aids contain printed matter, it 
should be legible for the whole audience. 

6. Reading aloud or speaking to an audience can be 
improved by training and practice. 

The performances of some participants at educators’ 
meetings suggest that they have never heard of the 
foregoing rules—or choose to disregard them. In addi- 


9.1% 
g 
6- ie 
: 

i 


81 


re 
| 
rd, 
the 
ool 
se- 
ing 
to 
in a 
in 
ni- 
ive 
r’s 
| 
id 
ite 
of 
of 4 
se 
de 
ig. 
nd 
he 
Ty 
p- 
0- 
if 
u- 
a 
cS. 
or 
to 7.3% 
ife & 
ge 
yw 
| 
Be 
is 
he 
ch 


tion, they are often guilty of going off the track—of 
departing from their assigned subjects—so that they 
encroach upon the assignments of others. This leads 
to needless, sometimes tiresome repetition. 

This is a worrisome phenomenon. It must be assumed 
that pupils follow the lead of their teachers. If so, the 
next generation of teachers will be making the same 
mistakes. 

These thoughts may seem to be an unnecessarily 
harsh criticism. Indeed, in some respects they are, 
however, they serve at least to suggest that something 
needs to be done to improve teachers’ techniques. It is 
realized, of course, that efforts in that direction have 
frequently been made. Perhaps some new kind of 
effort is needed. 


The Value of Retrospective Diagnosis 


RETROSPECTIVE ANALYSIS of disease takes its classic 
form in the clinicopathologic conference. In this and 
in other exhibitions of the technique, physicians are 
sometimes tempted to believe that the whole thing 
is nothing more than mental gymnastics—a form of 
amusement for intellectuals but of little practical value 
for coping with the events of the medical day. 

But this is not the case. Retrospection, even in the 
pure form of the clinicopathologic conference, prepares 
the mind for prospective diagnosis. Although considera- 
tion of what happened to the subject of the clinico- 
pathologic conference cannot possibly help that sub- 
ject, the analytic method makes the physician’s mind 
alert to the events of the moment in the next living 
patient. 

Retrospective diagnosis is also useful for other 
reasons in the individual patient. It may enable the 
diagnostician better to assay prognosis. Thus, when 
it is learned by electrocardiography some weeks after 
an incident of chest pain that a patient did indeed 
have myocardial infarction, the physician has a clearer 
expectation for the patient than if the fact had not 
been established. 

Again, in the individual patient, diagnosis in retro- 
spect may considerably influence future treatment. 
For example, it may not have been evident that a 
patient had thrombophlebitis until there was an epi- 
sode of pulmonary embolism. But when the fact be- 
comes known, not only does it influence the program 
for immediate treatment, it may also affect what is 
done for that patient at some future time. So it is 
that the patient who has had one episode of thrombo- 
phlebitis and pulmonary embolism in the past may be 
a candidate for prophylactic anticoagulant therapy on 
the occasion of a surgical operation or an illness that 
confines him strictly to bed. 
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Then, there is the matter of case-finding. For 
example, when the tuberculin test is used routinely 


-in a group of people, a positive test in an individual 


patient is not likely to be of much practical value to 
that patient. 

Usually it is indicative only of an obsolete inci- 
dent—an episode of tuberculosis that was long since 
controlled by the natural powers of the human organ- 
ism. Yet, the study of tuberculin testing in a group of 
people has evident advantage to the epidemiologist 
who is seeking methods for the control of tuberculosis 
in a population. Of course, this is not to depreciate 
the value of the tuberculin test as an initial step 
toward the discovery of significant active tuberculosis 
in an individual patient. 

The business of looking at past events is often the 
basis for development of new medical knowledge. 
Examples are to be found in the history of almost any 
disease. For instance, looking backward from the 
present existence of rheumatic heart disease in a group 
of patients enables a clear appreciation of the wide 
spectrum of manifestations of initial attacks of rheu- 
matic infection. 

These are only a few of the more obvious advantages 
of the retrospective method. Any physician who has 
used it can readily recall other advantages from his 
personal experience. All physicians have need for the 
retrospectoscope—should keep it polished and ready 
for instant use. 


Chronic Diseases—A Public Health Problem? 


THE CARDIOVASCULAR DISEASES, including brain hemor- 
rhage, account for 53.3 per cent of the annual deaths in 
this country; cancer 15.8 per cent; and accidents 6.1 
per cent. These three major causes of death, the Big 
Three, are responsible for 75.2 per cent of all deaths 
each year. These are by far the more important non- 
infectious causes of death. 

In view of the overwhelming number of deaths and 
permanent disabilities attributable to noninfectious 
diseases and accidents, the answer to the question, 
‘Are the chronic, noninfectious diseases, and acci- 
dents a public health problem?” becomes very s1g- 
nificant. 

Many private physicians and some health officers are 
still wedded to the traditional belief that public health 
agencies should concern themselves only with the con- 
trol of infectious diseases. 
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The derivation of this belief can be traced to the way 
in which disease control efforts developed in the United 
States. In the latter part of the nineteenth century, 
Pasteur and other scientists discovered that certain 
diseases were caused by specific organisms. With the 
discovery of the causative agents of one infectious 
disease after another, scientists were stimulated to 
study the means of spread of these diseases, their 
yectors, and their natural history. 

Methods of breaking the chains of infection soon 
developed. However, the application of these control 
measures presupposed the existence of some type of 
local community health organization—and nothing of 
that sort existed. 

Quite naturally a physician, well acquainted with 
the nature of the infectious diseases and their mode of 
spread, was asked to recruit and train the first public 
health workers. He was asked to take whatever steps 
were necessary to protect the community from re- 
peated outbreaks of epidemic disease. Thus, in 1907 
was born the concept as well as the reality of the local 
health department, its function—to protect the health 
of the community. 

In those early days the activities of public health 
workers were largely conditioned by the nature of the 
infectious diseases they had to control. That is the 
reason why public health emphasis was first placed on 
such practices as sanitation, immunization and edu- 
cation. 

During this early developmental period in public 
health, health officers in a sense walked down one side 
of the street, preventing diseases as best they could. 
On the other side of the same street walked the private 
physician, often aloof, treating patients who had con- 
tracted diseases the health department had failed to 
prevent. There often was little communication and 
seldom any communion between the two. 

Today the cardiovascular diseases, malignancies and 
accidents, are monopolizing mortality tables. The 
causes of these diseases and accidents, unlike diseases 
caused by a single type of organism, are as manifold as 
they are obscure. 

Many currently prevalent diseases, like coronary 
artery disease and strokes, are presumably degenerative 
in nature. Once established they tend to remain, active 
or latent, for the duration of life. With today’s 
knowledge, few of these diseases can actually be 
prevented although most of them can be beneficially 
modified. Many of their more serious and most dis- 
abling complications can be prevented, postponed or 
mininized, In fact, unnecessary prolonged immobiliza- 
tion 's, in many cases, proving to be more disabling 
than ‘le disease that invites the immobilization. 

Tle supervision of patients with heart disease, can- 
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cer, stroke or diabetes is not a “one man” operation. 
Many paramedical services, not now readily available to 
general practitioners, can be supplied by health de- 
partments once they become reoriented to the 1960 
pattern of disease, and gain the confidence and support 
of their local medical societies. 

Public health agencies can, through experimentation 
and research, perfect screening tests that can be applied 
easily and economically by general practitioners in 
their own offices. These tests can make it possible for 
general practitioners to unmask many cases of asympto- 
matic chronic illnesses. Most physicians would be 
pleased if the majority of their patients were not late 
cases, the type that are so hard to help, so difficult to 
manage. 

This whole concept of effective disease control, 
recognizing the overwhelming preponderance of the 
noninfectious diseases as a cause of death today, 
hinges on the acceptance of the basic principles in- 
herent in the following classic definition of public 
health: 


“It is the responsibility of public health to control or 
assist in the control of all conditions which result in a 
threat to the life and health of a significant number 
of individuals—these conditions being of such a 
nature that they cannot be controlled by individuals 
alone. 


The broadening acceptance and application of these 
principles already is evidenced by the activities of 
local, state and federal health agencies in such fields as 
radiobiology, air pollution, industrial hygiene, mental 
health, alcoholism, and, in many states and com- 
munities, in the fields of chronic illness and accident 
prevention. 

Any appreciable expansion of these practical at- 
tempts to come to grips with diseases of noninfectious 
origin and with accidents will continue to be extremely 
difficult until private physicians voluntarily assume the 
role of “team leader” in the community and actively 
seek public health cooperation in providing the sup- 
portive paramedical services that are so essential to the 
success of such a complex operation. 

The enemies of private physicians and public health 
workers are death, disease and disability, no matter 
what the cause. 

In actively and aggressively championing the de- 
velopment of modern health services and resources 
to support their own efforts and to assist them in 
their own practices, private physicians can do much 
to insure eventual victory over many of today’s diseases 
and disabilities. At the same time they can add stability 
to traditional methods of practicing medicine. 

— A. L. Cuapman, m.p., USPHS. 
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Physicians sometimes prescribe drugs 

because of their own anxity, 

Often this tendency is compelled 

by the patient’s attilude 

—an attitude that seems to say, 

"Do something” 
That anxiety is only natural; 

Z the physician is imbued with the desire to help. 
QQ ylowever, it is always worth while to hesitate 
a moment before reaching 
for the prescription blank and ask, 

**Whom am I treating? 

The patient or myself”? 
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Nolle Nocere, 
Anxiety and Medicaments 


JAMES MAAS, M.D. 


Department of Psychiatry 
Cincinnati General Hospital 
Cincinnati 29, Ohio 


ONE OF THE MAJOR CONTRIBUTIONS of Hippocrates was 
his advancement of the concept that diseases are 
products of natural causes. This was quite a departure 
from the older, mystical ideas of disease being related 
to demons. A consequence of this, then revolutionary 
thinking, was the replacement of former radical, non- 
therapeutic methods of treatment with mild drugs 
which at worst would cause the patient no harm. The 
new precept of treatment was later embodied in the 
Latin phrase nolle nocere which literally translated 
means “‘unwillingness to do harm.” 

The Hippocratic mode of thought is still one of the 
guiding principles germane to the present-day practice 
of medicine. However, the plethora of medications that 
are today available to the physician should make us 
stop and review again the true meaning of nolle nocere. 
Many physicians often prescribe drugs on the assump- 
tion that they are following the principle of nolle nocere 
as if this meant “‘it won’t hurt and may help;” whereas 
to repeat, it actually means unwillingness to do harm. 
The quite serious reactions that may develop from the 
administration of hormones, antibiotics and ataractics, 
to name only a few groups, make the “it won’t hurt” 
portion of the assumed meaning of nolle nocere “not 
only untrue but at times dangerous. 


Causes of Liberal Prescribing 


Since almost all physicians have received training 
which makes it abundantly clear that any drug, even 
the salicylates, may have deleterious side effects, one 
must look elsewhere for the causes of the, at times, too 
liberal use of medicaments. The usual superficial ex- 
planations of high pressure advertising and selling, and 
busy office schedules aside, it would seem that one of 
the major factors in resort to disposition by the pre- 
scription blank may be anxiety in the physician which, 
while infrequently reaching peychopethologic propor- 
tions, may, in miniature, echo the patient’s vocal and 
nonverbal signals of “do something, don’t just sit 
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there”! Anxiety is understandable and expected in the 
patient, as illness is actually an emotionally loaded ““X” 
quantity in which he (the patient) is subjectively in- 
volved. Although this anxiety may be communicated 
te the physician, his training and more objective posi- 
tion should allow him to handle it maturely. Schemati- 
cally the above might be outlined in the following 
diagram at the right, below. 


illustrative Cases 
Case 1. A 42-year- 


old, unmarried, male 
air force officer was ad- 
mitted to another hos- 
pital with a history of 
anorexia, weight loss, 
insomnia, early morn- 
ing hopelessness and a 
phobia associated with 
an integral portion of 
his general duties. 
While indicative of a 
depression with anxi- 
ety, the symptoms were 
not of overwhelming 


. . tacit cues to act 


technical competence 


w 


~Desire to master anxiety 


Patient’s signals to the physician 


. . explicit pleas for aid, relief 
. . innuendoes as to lack of physician’s 


Subliminal anxiety in the physician 


Prescription of “‘magic’’ medicine 


Temporary relief from anxiety 


severity. The patient 

was begun on chlorpromazine which diminished his 
ability to physically perform, his chief defense. This 
medication subsequently resulted in a worsening of his 
depression and more anxiety. A change of medication, 
from chlorpromazine to reserpine, served only to 
further increase depression and anxiety. Finally, the 
patient was begun on heavy barbiturate dosages, and at 
the time of admission to this installation, was groggy 
and withdrawn to the point of being unable to leave 
his room. All medication was stopped; supportive 
psychotherapy was begun, and the patient was dis- 
charged in four weeks. 

Comment. What were the factors operative here? 
Perhaps at the initial admission, medication was given 
to reduce the patient’s mild symptomatology because 
of the physician’s anxiety as to prognosis if medication 
were not given. When the patient worsened, the phy- 
sician became more anxious and increased the medica- 
tion; the patient became more withdrawn, etc. 

Case 2. A 31-year-old, married female was seen as an 
outpatient because of a long-standing, mild anxiety 
reaction. She demanded that something be done and 
implied that if the physician were at all competent he 
must surely have one of the new wonder drugs at his 
fingertips which would clear up her problems in a 
magical fashion. On the assumption that certainly a 
tranquilizer could do no harm, the physician pre- 
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scribed chlorpromazine. Two weeks later the patient 
belligerently informed the doctor that she was no better. 
This was followed by defensiveness, another medica- 
tion, no relief, and eventually anger at “that crock.” 
The final result was a mutual and irremediable disrup- 
tion of the doctor-patient relationship. 

Comment. The prescription of the ataractic may or 
may not have been indicated. The important point to 
be noted is that the physician made no attempt to 
understand the interpersonal dynamics. Initially this 
was because of his own anxiety and later because of 
defensive anger at the patient’s behavior. 

Case 3. A 5-year-old boy was brought to the physi- 
cian because of a rectal temperature of 101°F., a serous 
rhinitis and mildly injected tympanic membranes. The 
mother was near hysterics and the child was crying. In 
this manner both were cueing the doctor that, “This 
is serious, do something”! The physician responded 
to his own, perhaps subliminal, anxiety by treating 
more forcefully than circumstances warranted. This, 
of course, added to the possibilities for anaphylactic 
reactions and resistant organisms. 

Case 4. Postoperatively an elderly female became 
episodically disoriented. She was a management prob- 
lem and created anxiety in the ward personnel who had 
an already busy schedule. They pressured the physi- 
cian “to do something,” and he responded to their 
anxiety by prescribing barbiturates. The patient reacted 
paradoxically and consequently became an even greater 
management problem. 

Comment. Conservative measures may have been more 
effective, such as a set daily routine for the patient, a 
light in her room at night, and a warm relationship with 
one member of each nursing shift. Apparently the 


physician’s subclinical anxiety prompted an attempt io 
rapidly “quiet her down and get rid of the problem.” 

‘Similarly, it is worth noting that in this hospital, 
where I am sure our experiences are not unique, tlhe 
Mental Hygiene Clinic dispenses less chlorpromazine. 
meprobamate, etc., per capita, than any of the otler 
outpatient departments. 


Conclusion 


The foregoing clinical excerpts are in no way to be 
interpreted as a diatribe against proper use of medica- 
tions but rather are given to point up the difficulties 
that may arise from their being given on the basis of 
subjective rather than realistic grounds. Also, it is evi- 
dent that the physician would be less than human if 
many situations, as presented to him by the patient, 
did not result in anxious, emotionally tinged reactions. 
After all, the doctor’s entire mode of thought and 
mature frame of reference is patient help. However, as 
with all emotional reactions, we should try to under- 
stand them as to cause, and to act accordingly. When 
one feels a fleeting doubt, an evanescent twinge of 
anxiety or perhaps a question as to what really con- 
stitutes the patient’s problem, it will often be worth 
while to hesitate a moment before reaching for the 
prescription blank. We should ask ourselves, “Whom 
are we treating? The physician or the patient”? 


Appreciation is extended to Dr. Stanley Kaplan and Dr. Donald 
Ross of the University of Cincinnati Department of Psychiatry, for 
constructively critical comments. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


THE PRESENTING SYMPTOM... 


Raynaud’s Phenomenon 


THERE is some confusion regarding the use of the 
terms “Raynaud’s Phenomenon” and “Raynaud’s 
Disease.” Raynaud’s phenomenon is a vasoconstric- 
tive episode affecting the acral parts—usually the 
fingers or toes—most often precipitated by cold, and 
characterized by a feeling of coldness or numbness. 
Some kind of color change is usually evident, and 
this may pass through the spectrum originally 
described by Raynaud, in which whiteness is fol- 
lowed by blueness and this in turn by erythema. In 
women at least, Raynaud’s disease is the commonest 
cause of Raynaud’s phenomenon. 


In Raynaud’s disease, observation fails to disclose 
evidence of a basic organic vascular disease or other 
abnormality that would account for the phenomenon. 
The episodes of vasoconstriction are precipitated by 
cold or emotional strain or both. Although the 
phenomenon may occasionally begin unilaterally, it 
nearly always becomes bilateral in time. 

At the time of onset of Raynaud’s phenomenon, 
the most scrupulous inquiry and examination may 
not reveal any underlying causal disease. Neverthe- 
less, one is not justified in concluding that the patient 
has Raynaud’s disease—an essentially benign dis- 
order. That may indeed be the case, or there may 
be something more serious in the background, for 
example, scleroderma or disseminated lupus ery- 
thematosus. At this stage, an L.E. test may settle the 
question. Otherwise, time alone may tell. 
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Early diagnosis and periodic examination continue 

to be of primary importance. Early conclusions to the contrary, 
digital examination is not always adequate. 

It is important that the patient be properly prepared for surgery. 


Oral intestinal asepsis is a mixed blessing. 


The Surgical Management of Carcinoma of the Colon 


EDWARD M. MILLER, M.D. 


Englewood, New Jersey 


CANCER OF THE LARGE INTESTINE (including the rectum) 
is the most common malignancy that occurs in men 
and the third most common in women. It accounts for 
33,000 annual cancer deaths in the United States. Men 
are affected almost twice as frequently as women, and 
the average age of occurrence is between 50 and 70. 


A Silent Disease 


Effective surgical management of carcinoma of the 
large bowel begins with early diagnosis. However, early 
visceral cancer isa silent disease. The clinical evidences 
of its presence are usually the result of the compli- 
cations to which the lesion is subject. Obstruction, 
ulceration and slow perforation give rise to symptoms 
of recurrent abdominal pain, blood in or on the stool, 
mass in the abdomen, and alteration of bowel habits. 
The lesion which produces such overt clues to its pres- 
ence is not young. More likely the patient has assigned 
little importance to the vague abdominal distress or 
feeling of fullness which are often associated with an 
early intestinal tumor. 

As the months pass, the distress becomes more 
definitely a lower abdominal colic. In 1,000 cases 
studie! at New York Medical College, the pain was 
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located in the right lower quadrant in 80 per cent of 
tumors of the large bowel, irrespective of their loca- 
tion. This finding helps to explain the fact that 17 per 
cent of the patients had undergone appendectomy 
after the carcinoma formed. The lesson is obvious: 
Always consider the possible presence of colon carci- 
noma when contemplating appendectomy in an older 
patient. 

Another type of pain pattern observed in patients 
with large bowel tumors, especially those with rectal 
carcinoma, is pain on defecation. There is recurrent 
“bearing down” pain as though the bowel was attempt- 
ing to pass a large bolus, followed by the sensation of 
incomplete evacuation. All too often these sensations 
are attributed to hemorrhoids and ignored. 

While it is true that hemorrhoids are the most 
frequent cause of rectal bleeding in adults, it is also a 
fact that nine out of ten individuals with cancer of the 
rectum present a history of blood in the stools. Several 
studies have shown that 25 to 40 per cent of patients 
with rectal carcinoma have undergone hemorrhoid- 
ectomy within the 18 months preceding a diagnosis 
of the malignancy. It should be axiomatic that hemor- 
rhoidectomy must not be permitted unless it follows a 
complete rectal examination including sigmoidoscopy. 
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Altered Bowel Habits 


Alteration of bowel habits deserves special empha- 
sis as a symptom of colon malignancy. There may 
be increased flatulence, or possibly a change in the 
character of flatulence to a more explosive type. Con- 
stipation becomes increasingly common with tumors 
beyond the midtransverse colon and is classically a 
primary symptom of rectal carcinoma. However, in the 
New York Medical College series, diarrhea was equally 
as frequent as constipation in the presence of rectal 
neoplasms. In low-lying tumors, the diarrhea is often 
spurious, consisting of frequent discharges of bloody 
mucus rather than feces. With constrictive lesions of the 
bowel, loose stools may occur between bouts of con- 
stipation. In the cases of cecal carcinoma studied, diar- 
rhea and constipation occurred with equal frequency. 

The association of narrow pencil-like stools and 
bowel malignancy is often stressed. This sign was 
noted in only 12 of the 1,000 cases studied at our 
institution. It is observed more commonly with non- 
neoplastic diseases of the rectum and anus and is 
probably the result of a spastic anal sphincter. 

In the general physical examination of the patient 
with symptoms suggestive of large bowel neoplasm, 
attention is directed to the abdomen. Careful exami- 
nation may reveal distention, peristaltic waves, 
palpable masses, contact involvement of the abdominal 
wall, metastasis in the umbilicus and hepatomegaly. 
The inguinal and supraclavicular lymph nodes should 
be palpated and a questionable node excised and 
biopsied. 

Digital examination of the anus and rectum is 
carried out with the patient in either the Sims or 
knee-left shoulder position. The finger should palpate 
the entire circumference of the bowel that is within its 
reach. Whether or not the palpation yields positive 
information, a proctosigmoidoscopic examination is 
then performed. 

Following preparation with a cathartic and cleansing 
enemas, the distal 25 cm. of the bowel can be well 
visualized in the majority of patients. With proper 
equipment and some experience, the procedure can 
be performed with facility and minimal discomfort 
to the patient. 

Certain precautions should be observed: digital ex- 
amination of the rectum before passage of the sig- 
moidoscope; primary insertion of the instrument no 
further than the distance explored by the examining 
finger; identification of the bowel lumen at all times 
before advancing the instrument; judicious use of air 
insufflation; never forcing the instrument when a 
strictured or ulcerated area offers resistance and 
avoidance of the use of anesthesia. 


The following pathologic findings may be not«d: 
erythema, granularity or ulceration of the mucous 
membranes; sessile or pedunculated polyps; annular, 
fungating, or plaque-like neoplasms; and areas of 
stricture, fixation or extramural pressure. When a 
suspicious area is encountered, a biopsy is obtained 
with one of the forceps designed for this purpose. ‘The 
biopsy must be deep enough to include a representa- 
tive portion of the lesion for histologic analysis, but 
care must be taken not to penetrate the bowel wall. 
Small lesions are better excised in toto rather than 
inadequately biopsied. Bloody mucus, especially when 
seen beyond the level of the sigmoidoscope, is a 
suspicious sign and is an indication for intensive x-ray 
study of the colon. In addition, the mucoid secretion 
may be analyzed for the presence of tumor cells. 

Roentgenographic study of the colon by barium 
enema is a useful adjunct to sigmoidoscopic examina- 
tion. The two procedures are complementary ; neither 
one can be employed to replace the other. It is usually 
best to perform sigmoidoscopy before rather than after 
barium enema examination. Small lesions of the upper 
rectum and rectosigmoid which are accessible by 
sigmoidoscopy are often difficult to visualize roent- 
genographically. In the event that a lesion is dis- 
covered by either examination, the other procedure 
should follow. The physician must remember that 
multiple carcinomas of the colon occur in approxi- 
mately 8 per cent of cases, and polyps are associated 
with other polyps or malignant lesions elsewhere in 
the large bowel in at least 40 per cent of patients. 


Asymptomatic Neoplasms 


Throughout the foregoing discussion, stress has 
been placed upon provocative symptoms and signs 
which should stimulate the physician to investigative 
action. What of the patient who harbors an intestinal 
neoplasm in the asymptomatic stage? As stated above, 
most early cancers and almost all small polyps of the 
colon and rectum yield no outward evidences of their 
presence. It follows then that truly early diagnosis 
will depend upon detection among the apparently well 
by periodic examination. Education of both the public 
and the profession to realization of the value of detec- 
tion examinations will pay valuable dividends. 

The Strang Cancer Detection Clinic of the Memorial 
Center has recently published the results of routine 
proctosigmoidoscopy in apparently well individuals. 
These individuals, over age 45, came to the clinic for 
a check-up. It was noted that there was a consistently 
greater tendency to develop polyps in men; that one of 
every 100 men between 55 and 64 years of age who 
underwent routine proctosigmoidoscopy was found to 
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have cancer, and that there was twice as great an inci- 
dence of cancer discovered on routine proctosig- 
moidoscopic examination in men as in women. The 
latter was most marked in the group over the age of 65. 
Benign polyps were noted on routine proctosig- 
moidoscopy in 8 per cent of asymptomatic men and 4.5 
per cent of women over 55. 

Analysis of routine proctosigmoidoscopic examina- 
tions at the Strang Detection Center refutes a long- 
standing misconception that the majority of tumors of 
the lower bowel can be detected by digital examination. 
Less than one of five polyps, and less than one of ten 
carcinomas were within reach of the examining finger. 
The vast majority of small polyps are too soft to be 
palpable even if they do occur within the distal 8 cm. 
of the rectum. However, it should be remembered that 
75 per cent of all neoplasms of the large bowel are 
within reach of the sigmoidoscope. Therefore, in order 
to detect these lesions, both cancers and polyps, it is 
necessary to add sigmoidoscopic as well as digital 


_ examination to the general physical examination. 


In 50 cases of proven carcinoma of the colon and 
rectum discovered on routine examination, 25 (50 per 
cent) were completely without symptoms and an addi- 
tional ten had experienced symptoms but were not 
concerned enough to seek care. In other words, 70 per 
cent of the lesions were uncovered only by a periodic 
proctoscopic check-up. 


Eradication of Polyps 


In previous paragraphs I have emphasized the im- 
portance of finding adenomatous polyps on routine 
sigmoidoscopic examination. There is general agree- 
ment that most adenocarcinomas of the colon and rec- 
tum originate in adenomatous polyps. With this in 
mind, one can readily recognize the great potential for 
cancer prophylaxis in the diagnosis and eradication of 
polyps before they become malignant. There is no 
other form of visceral cancer which has its origin in 
benign lesions so easily recognized and treated. If the 
greatest number of these premalignant growths are to 
be discovered, sigmoidoscopy should be a compulsory 
part of the general physical examination in all indi- 
viduals over the age of 45. If a polyp is found, it should 
be biopsied for histologic examination; and barium 
enema roentgenography, preferably by the air contrast 
method, should be employed to rule out additional 
lesions. Pedunculated benign polyps, situated below 
the peritoneal reflection, may be removed locally 
through the sigmoidoscope by extirpation and fulgura- 
tion of the base or by electrosnare. Small sessile 
adenomas, within the distal 8 cm., may be managed 
similarly. If larger, therapy involves posterior proc- 
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totomy and wedge resection. Lesions above the peri- 
toneal reflection usually warrant excision through the 
abdomen. At the time of transabdominal operation for 
a polyp of the colon, I examine the entire mucosal 
surface of the colon by coloscopy, inserting a sterile 
sigmoidoscope through two or three colotomies. This 
is based on the finding by Deddish and Hertz that 
additional polyps, greater than 1 cm. in size and not 
noted on barium enema x-rays, were found by coloscopy 
in over 40 per cent of cases. When an additional polyp 
is detected, it is excised by electrosnare or by segmental 
resection. Colotomy and coloscopy are also employed 
when dealing with resectable carcinoma of colon. If 
a polyp demonstrates gross signs suggestive of malig- 
nancy, or if microscopic examination proves invasion 
of the base or stalk of a carcinomatous polyp, a radical 
cancer operation should be performed. 

Familial polyposis of the colon is a premalignant 
disease in which prophylaxis yields gratifying results. 
Individuals with this congenital condition will in- 
evitably develop carcinoma unless the disease is eradi- 
cated early. The treatment is either total colectomy and 
extirpation of the rectum with permanent ileostomy or 
total colectomy, ileorectosigmoidostomy and procto- 
scopic fulguration of the polyps of the remaining 
bowel. If the latter course is chosen, the preserved 
segment of bowel should be under periodic surveillance 
for the remainder of the patient’s life. 

Chronic ulcerative colitis sets the groundwork for 
the development of colonic carcinoma in an appreciable 
number of cases. In several studies, carcinoma was 
found in 15 to 25 per cent of patients who had been 
afflicted with ulcerative colitis for more than ten years. 
In one series, the proportion was 36 per cent in pa- 
tients who had had the disease for 12 years. The 
carcinoma which is associated with ulcerative colitis is 
different in many ways from the usual type. It arises 
at an earlier age, is poorly differentiated, often mulkti- 
centric, grows rapidly, metastasizes early and bears a 
poor prognosis. Recognition of the potentiality of ul- 
cerative colitis for malignant degeneration, together 
with recent improvements in ileostomy management, 
have convinced many that total colectomy should not 
be withheld too long in the presence of long-standing 
recurrent ulcerative colitis. Certainly, in patients who 
require ileostomy for chronic ulcerative colitis, colec- 
tomy and proctectomy should be performed con- 
currently or shortly thereafter. Otherwise, carcinoma 
may arise in the retained colon. 


Acute Obstructions 


In approximately 25 per cent of cases of carcinoma 
of the colon, there is acute obstruction. The obstruct- 
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ing tumor is situated in the left colon eight times as 
often as in the right, the majority of the lesions arising 
in the sigmoid. The combination of more solid feces, 
narrower lumen, and greater tendency to annular 
lesions accounts for the predilection for left-sided 
obstruction. 

The two outstanding clinical characteristics of acute 
colon obstruction are abdominal cramps and disten- 
tion, Intestinal colic, the cardinal symptom of obstruc- 
tion, is present when borborygmi occur concomitantly 
with the acme of the crampy pain. Diffuse abdominal 
distention is characteristic. When the distention is 
marked, one should be suspicious of secondary intra- 
peritoneal perforation. 

Selected cases of acute colon obstruction may be 
managed successfully with the double lumen intestinal 
tube, but, in general, acute obstruction of the large 
bowel is a surgical emergency requiring early decom- 
pression by operative intervention. Effective decom- 
pression is necessary to prevent perforation of the 
bowel. 

The latter follows loss of viability and local ischemia 
due to compression of intramural blood vessels by high 
intraluminal pressures. Perforation may occur any- 
where in the colon, but it is more apt to be found in 
the vicinity of the obstructing neoplasm than at a 
proximal location. In 21 cases of free perforation of 
the colon associated with obstructing carcinoma, only 
three were diastatic perforations of the cecum; 18 oc- 
curred either at the site of the tumor or in its imme- 
diate neighborhood. 

Although extensive abdominal exploration and 
manipulation are ill advised in the presence of acute 
colonic obstruction, a limited exploration may pre- 
vent a fatal missed diagnosis (e.g., sigmoid volvulus). 

If the obstruction is a tumor of the left colon, I 
prefer a right upper quadrant transverse colostomy. 
This is a more efficient decompressive measure than 
cecostomy and carries a lower mortality rate. When the 
differential diagnosis involves the possibility of a sig- 
moid volvulus, the abdomen is entered through a 
' lower left-side incision. If the obstruction is found to 
be a neoplasm of the sigmoid, a colostomy is brought 
out just proximal to the lesion through the incision. 
At the time of elective resection, the colostomy may 
be extirpated in continuity with the tumor. 

When the obstructing lesion is situated in the right 
side of the colon, a trial period of intestinal intubation 
may be justifiable if (1) the obstruction is in the 
cecum ; (2) there is not massive distention of the cecum 
and (3) the ileocecal valve is incompetent as suggested 
by radiographic visualization of gas in the small in- 
testine. If attempts at intubation are unsuccessful, or 
if there is no clinical or radiographic improvement in 
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six to 12 hours, operative decompression is mu.n- 
datory. The most satisfactory method of achieving 
this is side-to-side ileotransverse colostomy. 


Preparing for Surgery 


After effective emergency decompression, it is ad- 
visable to spend two or three weeks preparing the 
patient for definitive surgery. 

In the majority of instances of carcinoma of the 
colon, surgery is elective and there is time to carefully 
bolster the patient’s physical reserves to withstand 
major surgery. Attention should be directed to his 
nutritional status, with due regard for protein and 
vitamin. supplementation as well as fluid and electro- 
lyte replacement. It is safer to withhold operation 
until the hemoglobin is above 10 Gm. per 100 cc. (the 
hematocrit being normal). Marked weight loss is ac- 
companied by serious reductions in total blood 
volume, although this may not be reflected in the 
hemoglobin and hematocrit values. Without adequate 
preoperative replacement, patients in such a state of 
“chronic shock” may become irreversibly hypotensive 
during major operations, to the point of death. There- 
fore, whole blood, carefully cross-matched and ad- 
ministered periodically during the week or two prior 
to surgery, becomes an effective insurance against 
operative shock. 

Preparation of the bowel prior to surgery has ac- 
complished much in the reduction of postoperative 
morbidity and mortality. Nonresidue diet, saline 
cathartics and colonic irrigations minimize the degree 
of peritoneal contamination. Oral intestinal antisepsis 
has proved to be a mixed blessing. Antibiotics will 
efficiently suppress the growth of intestinal flora, and, 
in so doing, reduce the dangers of postoperative 
peritonitis. On the other hand, the altered bacterial 
balance may allow overgrowth of staphylococci and 
fungi with resultant severe enterocolitis, which is 
often fatal. My preference is for a daily dose of 8 
Gm. of sulfathalidine in divided doses for five days. 
This regimen produces an effective reduction of in- 
testinal bacteria without much danger of enterocolitis. 
Preparation must also be followed by careful operative 
technique. Loops of bowel to be anastomosed must be 
isolated and the peritoneal cavity must be “packed 
off” to minimize contamination. 

Laparotomy in a patient with carcinoma of the colon 
should include careful examination of the entire large 
bowel since, as mentioned previously, multiple lesions 
are frequent. Again, we remember the importance of 
colotomy and coloscopy with a sterile sigmoidoscope. 

With modern adjuvants in supportive therapy, Té- 
sectability of colon lesions approaches 90 per cent in 
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many series. Unless there is evidence of diffuse peri- 
toneal dissemination or distant metastasis, the sur- 
geon’s aim should be to remove the growth plus in- 
volved contiguous structures such as kidney, uterus, 
portions of bladder, prostate or gastrointestinal ele- 
ments. A localized liver metastasis should be excised. 
True, there is usually concomitant “seeding” in the 
liver, but. eradication of the primary tumor has been 
known to be associated with regression or repression 
of growth of small metastatic deposits. 

Palliative resection should be performed whenever 
possible. Even in the face of extension of the disease 
beyond the limits of curative resection, palliative re- 
section will rid the patient of the source of toxic 
products, constant blood loss, and potential bowel ob- 
struction. After palliative resection, primary anasto- 
mosis should be the goal. Colostomy is an added bur- 
den upon the patient with terminal cancer. 


Influences of Location 


Colon lesions, especially those of the right side, have 
a tendency to chronic perforation with marked peri- 
colonic inflammation. A tumor which is adherent to the 
parietes in this manner does not necessarily bear a 
grave prognosis. In some series, a majority of the 
lesions which demonstrated local fixation were un- 
accompanied by regional node metastasis. Thus, when 
confronted with such a situation, the surgeon should 
remove the involved portion of parietal peritoneum and 
its underlying muscle along with the tumor. When 
there is free perforation with diffuse peritonitis, the 
lesion and the affected bowel should be resected with 
either primary anastomosis or exteriorization. In the 
event of perforation with pericolonic abscess, drainage 
of the abscess together with a by-pass procedure is the 
operation of choice. 

In lesions of the right colon, there is a good oppor- 
tunity for accomplishing a complete extirpation of 
primary and secondary lymphatic drainage areas by 
resecting the ileocolic, right colic and middle colic 
arteries at their origins—together with some of the 
nodes lying along the superior mesenteric vessels. 
After right hemicolectomy, I prefer an end-to-end ileo- 
transverse colostomy. I consider this the quickest and 
most physiologic means of reconstruction, and it elim- 
inates the possibility of blind stump enlargements 
which occasionally occur after side-to-side or end-to- 
side anastomoses. Insertion of a long intestinal tube on 
the day prior to surgery (with continuous suction for 
at least 48 hours postoperatively) is good prophylaxis 
against ileus. The operative mortality of right hemi- 
colectomy is about 3 to 5 per cent. The over-all five- 
year survival rates of patients who have undergone 
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right hemicolectomy for carcinoma are about 55 to 70 
per cent. When lymph nodes are involved by metas- 
tasis, as they are in about 50 per cent of cases, the 
prognosis is about one-half as good. 

When the neoplasm is located in the transverse 
colon, the middle colic artery should be ligated at its 
origin, both flexures should be mobilized, and the 
transverse mesocolon, greater omentum and gastro- 
epiploic lymph nodes should be included in the resec- 
tion. The prognosis for lesions in this location is not 
so good as when the tumor is located in either the 
right or left colon. 

For lesions of the splenic flexure and proximal 
descending colon, the left branch of the middle colic 
artery should be removed along with the left colic 
artery at its origin. When there is extensive lymph- 
adenopathy, one should not hesitate to resect either or 
both the middle colic and inferior mesenteric arteries, 
relying on the marginal artery of Drummond to main- 
tain the blood supply. Splenectomy should be per- 
formed concomitantly in order to remove the lienocolic 
and phrenicocolic node-bearing ligaments. 

When the neoplasm is situated in the distal descend- 
ing colon or below, the inferior mesenteric artery is 
severed at the aorta, and the mesentery removed with 
the para-aortic nodes. In resectable cases of carcinoma 
of the left colon, the five-year survival rate is about 60 
per cent, with a 70 per cent survival for those without 
nodal invasion, and 45 per cent for those with regional 
nodal metastasis. 

Resection and primary end-to-end anastomosis are 
feasible in most, if not all, cases of intraperitoneal 
colonic carcinoma. Mobilization of one or both flexures 
will remove tension from the suture line. When the 
blood supply of the bowel is questionable, it is best to 
bring both ends of the colon to the surface as a double- 
barreled colostomy to be closed at a later date. 


Prevention of Recurrence 


Two effective methods of prevention of recurrent 
disease should be mentioned. The first is ligation of 
the bowel proximal and distal to the tumor before 
manipulation and mobilization of the lesion. This 
maneuver isolates the tumor and any extruded malig- 
nant cells within the area to be resected. A second ex- 
pedient, designed to reduce the incidence of liver 
metastasis, is primary ligation of the main venous 
drainage of the involved area before manipulation of the 
tumor. Exfoliated tumor cells have been noted in blood 
samples taken from the inferior mesenteric vein after 
manipulation of a carcinoma of the sigmoid. 

The subject of cancer of the extraperitoneal colon 
and rectum deserves special consideration because 
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there are two strongly opposed points of view regard- 
ing method of treatment: the one favoring the Miles 
procedure with permanent abdominal colostomy and 
the other advocating some form of sphincter-pre- 
serving resection. For lesions situated above 15 cm. 
from the anal margin, anterior resection and removal 
of the inferior mesenteric artery and sigmoid mesen- 
tery with primary anastomosis constitutes a sound 
cancer operation. Convincing evidence has been 
offered that the main pathway of lymphatic spread 
follows the superior hemorrhoidal and _ inferior 
mesenteric arteries and that retrograde metastasis 
occurs in less than 1 per cent of even far-advanced 
cases. Lesions of the lowest 15 cm. of bowel have a 
greater tendency to local recurrence and bear a poorer 
prognosis than those above this level. Local recur- 
rences can be minimized if the bowel is resected at 
least 5 cm. distal to the growth. Anterior resection 
should not be performed if the growth is within 2 to 
3 cm. of the levators ani because of the possibility of 
involvement of these muscles by direct extension. 
Thus, the Miles procedure with proctectomy and 
colostomy will be indicated for all lesions of the distal 
6 cm. of the rectum. 

The midrectum has been a controversial area in 
discussions on therapy of rectal carcinoma. Most 
surgeons agree that rectosigmoidal lesions may be 
treated by anterior resection and anastomosis and 


lower rectal lesions by the Miles abdominoperiieal 
resection. In my estimation, most lesions of the niid- 
rectal area are amenable to treatment by some moiiifi- 
cation of the Hochenegg pull-through procedure. It 
has been demonstrated by Bacon, Babcock, Waugh 
and Black that survival statistics following this pro- 
cedure are comparable to any achieved after abdomino- 
perineal resection with permanent colostomy. Sphinc- 
ter function and bowel control following pull-through 
procedures are satisfactory in at least 75 per cent of 
cases. 

Careful pathologic studies have demonstrated blood 
vessel invasion in about 40 per cent of cases of resected 
carcinoma of the rectum. Blood vessel metastasis 
usually means distant spread. Since the average five- 
year survival rate is approximately 55 per cent in cases 
of rectal cancer resected by any of the current methods, 
it is difficult to anticipate better results from wider 
and more radical local excisions in the presence of 
the high incidence of vascular infiltration. Improve- 
ment in results will be inevitable when more patients 
are brought to the operating table while their growths 
are still localized. In no other field of visceral oncology 
can preventive medicine and curative surgery offer so 
much to so many individuals. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


Radiation Committee 


THE ESTABLISHMENT of a National Advisory Committee on Radiation has been announced by 
the Public Health Service. The committee will advise Surgeon General Leroy E. Burney on 
the further development of programs dealing with public health aspects of radiation. The 
President’s budget for the Department of Health, Education and Welfare for the next fiscal 
year requests $608,000 for the Public Health Service’s radiologic health activities, a 50 per 
cent increase over funds available during the current year. 

Last August, the surgeon general appointed Russell H. Morgan, professor of radiology at 
Johns Hopkins University Medical School, as special consultant on the public health aspects 
of radiation. Morgan serves as chairman of the new committee, which held its initial meeting 
on March 13. Those appointed to the committee are: Arnold O. Beckman, Beckman Instru- 
ments, Inc.; Victor P. Bond, Brookhaven National Laboratory; Richard H. Chamberlain, 
University of Pennsylvania; James F. Crow, University of Wisconsin; Herman E. Hilleboe, 
New York commissioner of health; Edward B. Lewis, California Institute of Technology ; 
Berwyn F. Mattison, American Public Health Association; Lauriston S. Taylor, National 
Bureau of Standards; George W. Thorn, Peter Bent Brigham Hospital; and Abel Wolman, 
Johns Hopkins University.—Science, 127: 636, 1958. 
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SAMUEL D. KRON, M.D. 
Philadelphia, Pennsylvania 


SHOULD A PATIENT with a stomach ulcer be treated 
medically or surgically? This question can lead to 
many confusing answers. The problem of course is in 
the differentiation between benign and malignant 
gastric ulcer. Some surgeons claim a 10 per cent error 
in this differential diagnosis and thus state unequivo- 
cally that “every gastric ulcer should be operated upon 
without delay.”” What is generally overlooked is that 
this 10 per cent error occurs in the initial “impres- 
sion;” that the error becomes less than 5 per cent 
after a complete and careful evaluation of each case. 
It is closer to 1 per cent after a short medical trial in 
those cases that are diagnosed as “probably benign.” 

A “rule” has been outlined to aid senior students 
and interns who are usually confused by the differ- 
ences of opinion on this subject presented to them 
by internists and surgeons. This plan has proved to 
be a workable solution to a perplexing problem 
(Figure 1). (See diagram at the right.) 

When a diagnosis of gastric ulcer is made, the first 
step is a rapid but complete evaluation of the case. Those 
cases that then appear “‘suspiciously malignant” should 
be operated upon as soon as they are properly pre- 
pared (usually within a few days). Once those that are 
“suspiciously malignant” have been weeded out, the 
chance of error drops tremendously inthe remaining 
cases. In the latter, the “probably benign,” there seems 
little risk in waiting three weeks for an intensive trial 
of medical therapy. This treatment is best done in the 
hospital and includes sedation, antispasmodics, ant- 
acids, strict diet and elimination of coffee, alcohol and 
tobacco. At the end of this three-week period, those 
cases that show less than 50 per cent healing of the 
ulcer are operated upon. Those that are completely 
healed are discharged with the usual ambulatory treat- 
ment for peptic ulcer patients. If the ulcer is better than 
50 per cent healed, but not completely so, intensive 
treatnicnt is continued (again, best in the hospital) for 
anoth: : three weeks. At the end of this time, all those 
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that are not completely healed are operated upon. Pa- 
tients discharged with the diagnosis of “healed gastric 
ulcer” have a gastric x-ray three months later and at 
six-month intervals for several years. Any case that has 
a recurrence of gastric ulcer is operated upon (in 
answer to the still not completely settled question of 
malignancy developing in a chronic gastric ulcer). 

By following this “rule,” the percentage of error at 4 
any time should be less than the operative mortality for 
gastrectomy. It seems logical to spare a patient with a ; 
benign lesion not only the risk of operation, but also 
difficulties that may follow subtotal gastrectomy (espe- 
cially since the percentage of “cure” in CA of the 
stomach is low). It appears illogical to assume that a 
three to six weeks’ delay in an ulcer that has every 
sign of being benign but ultimately proves malignant 
will appreciably affect this chance of “cure.” Certainly 
the number that would be “saved” would be less than 
the number who might die if “all” gastric ulcers were 
operated upon “as soon as the diagnosis is made.” 


MANAGEMENT OF 


GASTRIC ULCER 


STUDIES: 


Upper G.I. series 
Gastric analysis : 
Gastric hings for Hi t cells i 


PROBABLY BENIGN: 

Under 35 
Long history of “heartburn” 
No weight loss 
X-ray shows punched-out ulcer 

on lesser curvature 
High acidity 
No suspicious cells 
—}4 3 weeks intensive 
treatment in hospital 


SUSPICIOUSLY MALIGNANT: 

Over 35 

Short history of “indigestion” 

Weight loss 

X-ray shows ulcer with ragged 
edges on greater curvature 

low acidity 

Suspicious cells 

—+ Operate without delay 


COMPLETE MORE THAN 50% HEALING LESS THAN 


HEALING but not complete 50% HEALING 
on x-ray —} 3 more weeks ——+> Operate 
—-+ Discharge intensive treatment without delay 


and recheck later* 


COMPLETE HEALING 
on x-ray 


LESS THAN 
COMPLETE HEALING 


—} Operate without 


—} Discharge and 


ty 
me “Any recurrence=operation 


93 


ladical or Surgical 

Treatment? 

d 

r 

f 

: 


MEDICAL INTERVIEW: 


The Climacteric 


This is the first in a series of medical interviews 

in which an Academy member had the opportunity 
to discuss a problem case with an expert. 

In this instance, the discussion was 
person-to-person between Louis H. Weiner, M.D., 
a member who practices in Philadelphia, and 
John L. Parks, M.D., dean and professor 

of obstetrics and gynecology at George Washington 
University School of Medicine in Washington, D.C. 
A recorded telephone interview 

is presented in this article. 


Lovis H. Weiner, M.D. 


a member of GP’s Publication Committee. 
He is a preceptor in general practice 

at the University of Pennsylvania 

and is on the staff of two 

Philadelphia hospitals, Woman’s and 

: Pennsylvania. He served on the 
Philadelphia County Medical Society’s 
board of directors nine years and was 

the society’s vice president last year. 


John L. Parks, M.D. 


has over 40 publications to his credit. 

He is a director of the American Board 

of Obstetrics and Gynecology, a member 

of the American College of Surgeons’ 
board of governors and treasurer 

of the American Gynecological Society. 

A graduate of the University of Wisconsin, 
Dr. Parks has been associated with 
George Washington University 15 years. 


Dr. Louts Weiner: As a start for our discussion t/,is 
morning, Dr. Parks, let me ask you about a paticnt 
who has given mea considerable amount of worry in t\:at 
she’s had symptoms of the climacteric over a period of 
four and one-half years. I started out by trying the usual 
pattern of estrogen therapy, and I accomplished ab- 
solutely nothing for all my efforts. What would you 
think, in addition to estrogen therapy, that I should do 
in order to control her symptoms? 

Dr. Joun Parks: Is she having any abnormal bleeding ? 
Dr. Weiner: No. 

Dr. Parks: She’s just having hot flushes and nervous 
irritability . . . 

Dr. Weiner: That’s right. And particularly a tre- 
mendous amount of flushing to the point where at 
some periods during the day it’s almost continuous. 
Dr. Parks: . . . Clothes, perspiration . . . 

Dr. Weiner: Yes. 

Dr. Parks: And what have you used ? 

Dr. Werner: I have given up estrogens because | 
pushed estrogens in increasing dosages without getting 
anywhere. I’ve given combinations of androgens and 
estrogens. I’ve used a great variety of estrogens—some 
in natural form, others in synthetic form—without 
accomplishing anything. 

Dr. Parks: Is her blood pressure normal? 

Dr. Weiner: Her physical examination is perfect. I’ve 
had consultations with gynecologists to check up on 
the pelvic findings. We haven’t been able to find a thing. 
Now I have, possibly out of a sense of desperation or 
frustration, sent her to a psychiatrist with the idea of 
picking up some important points. It’s intriguing to 
learn that during this period, her husband had a 
coronary attack and he’s been afraid of having inter- 
course. Do you think that that has an influence on the 
production of flushing and sweating? 

Dr. Parks: I don’t think that really would have any 
physiologic—hormonal—effect, but certainly, it may 
very well be a contributing situational circumstance 
that makes her an unhappy, frustrated individual. | 
see, in a patient like this, no reason to continue steroid 
therapy unless there is real evidence of steroid defi- 
ciency. If the vaginal epithelium shows atrophy, and if 
she shows other evidences, physiologically, of marked 
hypo-ovarianism, why then, the estrogens may be of 
some value. From what you related about this patient, 
I think that her problem is a psychogenic one and not 
an estrogenic one. 

Dr. Weiner: Thank you. Now, let’s move the discus- 
sion to a more general plane. How would you define 
the menopausal state? 

Dr. Parks: The menopausal state is something of a 
misnomer. Menopause means only cessation of men- 
struation, while the broader term, climacteric, refers to 
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the entire physiologic regression that occurs at this 
period in a woman’s life. The climacteric is really just 
the reverse of adolescence, and some of the same 
symptomatology that occurs with young girls is re- 
peated in women of middle age. 

Dr. Weiner: Does cessation of menstruation indicate 
the absence of ovarian function? ‘a 

Dr. Parks: No, it does not. It takes the ovary about 
as long to cease functioning as to start functioning. 
Thus, the whole process carries on over a period of 
several years. In older women, you can still demon- 
strate, by vaginal smear or by estrogen evaluations, 
continuous estrogen levels, so just because menstrua- 
tion ceases, it doesn’t mean that ovarian function is 
completely gone. 

Dr. Werner: What is the effect of hypo-ovarianism 
upon the pituitary gland and other ductless glands? 
Dr. Parks: Well, of course, the pituitary gland is the 
signal center of the endocrine system, and pituitary 
gonadotrophin function is increased when ovarian 
function is decreased. 

Dr. Weiner: Excuse me, Dr. Parks, are you referring 
now to the circulating estrogens? 

Dr. Parks: No, the circulating estrogens are decreased 
but the pituitary gonadotrophins are increased. 

Dr. Weiner: Which types of gonadotrophins ? 

Dr. Parks: As far as we know, all three types of 
gonadotrophins are increased—the follicular-stimulat- 
ing, the luteal-stimulating, and, to some degree, 
luteotrophin. 

Certainly the growth-producing effect of the pitui- 
tary is not increased at this time as it is during adoles- 
cence. The thyroid possibly is involved to some degree, 
in that metabolic function certainly changes at this 
period in life. The adrenals quite probably take over 
some of the estrogen functions as the ovaries decrease 
their production. 

Dr. Weiner: Is there evidence of increased activity of 
the thyroid? Have you seen many cases of hyper- 
thyroidism ? 

Dr. Parks: Not as many here on the East Coast as I 
saw in the Great Lakes area—Wisconsin and Michigan. 
Dr. Werner: Isn’t hyperthyroidism more prevalent in 
that area anyhow? 

Dr. Parks: Yes, but it is more likely to become evident 
during this period in women. 

Dr. Weiner: Are there symptoms of disturbed or 
changed adrenal function ? 

Dr. Parks: I don’t know that we have any accurate 
measure of adrenal change at this period of time. By 
observation, there’s perhaps a little more hirsutism, a 
little deepening of the voice, a bit more of the equaliza- 
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Dr. Werner: What about hypertension as an adrenal 
manifestation ? 

Dr. Parks: I’m not sure that the climacteric makes 
any real contribution to hypertension. Certainly, one 
sees perhaps more hypertension in this age group, but 
this may be due to other factors than the endocrine 
changes in the climacteric. 

Dr. Weiner: What about the effect of a reduction of 
circulating estrogens upon the psychic phenomena of 
the individual? 

Dr. Parks: Dr. Weiner, that’s a very difficult question 
to answer categorically. The psychic phenomena of 
womankind are undoubtedly influenced to some degree 
by the symptoms associated with decreasing estrogen 
activity. Those psychic phenomena are very difficult to 
evaluate. The woman who has had psychic disturbances 
before going into the climacteric is inclined to have an 
exaggeration of those disturbances during her climac- 
teric, but the great majority of women have no real 
emotional changes associated with the menopause. For 
some women, it is a time of emotional ups and downs. 
Many factors besides the estrogen level account for 
that. The environmental changes—the family circum- 
stances of this period influence the woman’s nervous 
reaction. Many, many times the patient who thinks 
she has menopausal symptoms is, in reality, contend- 
ing with deep emotional problems that she has had all 
of her life. 

Dr. Weiner: I am impressed that this is one area in 
which the family doctor can play an important role. 
Knowing the individual, knowing her background, her 
emotional status and her physical reactions to stimuli, 
both pleasant and unpleasant. the socioeconomic 
standards of the family, the little things that irritate and 
divide family life, a sym- 
pathetic family doctor may 
be in a better position to 
help the patient than a man 
who takes a purely scientific 
view of the climacteric. 
Dr. Parks: I think any 
practicing physician should 
have all of these values at 
hand, but I agree with you a 
that the family physician a 
has a strategic advantage 
when he knows the life story : 
of the patient. 2 
Dr. Weiner: You imply Z 
that the climacteric is mere- : 
ly a progression of events 
that began earlier in life— 
that sometimes the major 
insult is not so much due to 
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**Climacteric does not necessarily 


a lack of ovarian function 
as it is to a progression of 
the emotional insults that 
may have started early in 
the woman’s career? 

Dr. Parks: I prefer not to 
call them insults—experi- 
ences is a better term and 
some of them are traumatic, 
but others are pleasurable. 
They seem to register more 
definitely at this period. 
Perhaps the explanation is 
partly in the endocrine 
changes. A woman who has 
a decreasing estrogen level 
has an increasing fatiga- 
bility. Then, if she happens 
also to have the autonomic 
nervous system symptoms 
of hot flushes and insomnia, 
the fatigue of a busy life, of 
a lowered estrogen level, 
and perhaps lack of sleep— 
all of these provide a back- 
ground for nervous irrita- 
bility. 

Dr. Weiner: It seems evi- 
dent that education of the 
patient by the physician 
can prevent some of the 
emotional difficulties. When he explains what’s taking 
place and rationalizes the various symptoms in terms 
of the climacteric, he may provide a feeling of safety. 
In fact, I try to anticipate the symptoms so that when 
they do occur, the patient will not wonder what is 
happening to her. Then she won’t worry that her 
charms are decreasing to the point where she won’t 
present the proper attitude to her husband, or that 
her skin will get old and her face will become creased, 
and she won’t be presentable—won’t carry as much 
influence. 

Dr. Parks: I’m sure that when you give your patients 
a chance to talk with you about their fears, they will 
have less fear and a much better attitude toward the 
physiologic changes that go on at this period of life. 
That’s the best form of preventive medicine possible. 
If every practicing physician—family physician or 
otherwise—if every physician would give his patients 
the opportunity to express themselves freely and rid 
themselves of fears, they would go along with much 
greater equilibrium. 

Dr. Weiner: Of course, some of the patient’s fears are 
unexpressed. She expects her physician to anticipate 
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what she is afraid of. She doesn’t want affirmation of her 
fears, so she will not express them, and it’s up to the 
physician to bring up to the surface the innate {ears 
that she possesses. 

Dr. Parks: Well, I’m certain that she can face her 
fears better with an understanding physician who will 
give inquisitive forewarnings, so to speak. Another little 
trick is to have the patient write down her questions and 
bring a list in. I always look at that list and then bring 
out one or two questions that she still failed to ask. I 
think that’s advantageous as long as you don’t get too 
far ahead of the patient. 

Dr. Weiner: This all comes under the heading of 
knowing your patient. 

Dr. Parks: Knowing your patient, that’s right. 

Dr. Weiner: Now, Dr. Parks, at what age does the 
menopause usually begin? 

Dr. Parks: There are several types of menopause. The 
surgical menopause is induced as the result of removal 
of both ovaries, and of course this can occur at any 
time in life. Induced menopause doesn’t occur very 
frequently any more. There are very few indications 
for it outside of malignancy. 

Premature menopause is not seen as often as we used 
to make the diagnosis, I’m sure. There was a time when 
doctors attributed nervousness and irritability in a 
woman past 35—especially if her menses were irregular 
—to the menopause. It’s a rare lady who has a meno- 
pause before 42 or 45, and the majority have cessation 
of menstruation sometime between 45 and 50. How- 
ever, there’s a tendency to continue to a later period in 
life today than was formerly the case. We recently 
surveyed about 385 women past 50, who still had the 
uterus, and 38 per cent of them were still menstruating 
regularly. 

Dr. WEINER: What’s the oldest ? 

Dr. Parks: About 52. I think any woman who men- 
struates regularly after 52 certainly should be investi- 
gated. Of course, every woman who bleeds irregularly 
or profusely at any time in this period requires an in- 
vestigation to rule out cancer. That can’t be done en- 
tirely by use of a Papanicolaou smear either. I am sure 
you are aware of the false sense of security the “Pap” 
smear gives you—it’s a screen test. Do you use it? 
Dr. Weiner: Yes, I use the Papanicolaou smear as a 
routine in pelvic examinations, but I don’t feel it’s all- 
important—hetter to go by the result of a good de- 
tailed history as well as careful physical examinations. 
This is just as important as the report of the cytology. 
Dr. Parks: This brings up a problem that I’ve often 
encountered, and I want to ask you if you have too. 
This concerns the patient who doesn’t want to come 
for an examination when she is bleeding, although she 
may be bleeding abnormally. It has been my contention 
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that the patient should be examined regardless of 
genital bleeding at the time she reports. The tendency 
to put off the examination just because she’s bleeding 
is hazardous. 

Dr. Weiner: One of the main reasons for missing the 
diagnosis of carcinoma of the cervix or of the fundus 
of the uterus occurs when a patient arrives at the office 
and she’s bleeding at the time, and her family doctor 
tells her, “Well, now you come back when the bleeding 
is over.” 

Dr. Parks: I think many doctors have a tendency to 
say that. 

Dr. Werner: I would condemn that practice because, 
as was shown by a committee on pelvic cancer in 
Philadelphia, the great majority of diagnostic errors 
stem from that. The patient leaves the office and for- 
gets to come back, or she may innocently continue 
waiting until the “menstruation” ceases. The bleeding 
just never stops, and when the patient finally is ex- 
amined five or six months later, there’s generalized 
pelvic metastasis. So, every patient should be examined 
regardless of whether she is bleeding at the time she 
visits the office. 

Dr. Parks: Certainly if there’s any suggestion of ab- 
normal bleeding, that’s the time to make the diagnosis. 
You can tell where it’s coming from. 

Dr. Weiner: In relation to avoidance of pregnancy, 
patients frequently ask, ““How can I tell that my change 
of life is complete, Doctor” ? Is there a test of any kind? 
Dr. Parks: Well, yes, but not a very satisfactory one— 
not a very practical test. There is the “fern” test of 
the cervical mucus, but that’s not too practical. A 
record of basal temperature is one of the best tests that 
the patient can use for an indication of ovulation. A 
reasonable recommendation for a patient who is past 45 
might be to tell her that there is likelihood of preg- 
nancy for at least eight months after the last menstrual 
period. That’s fairly safe. 

Dr. Weiner: Eight months? Some authors advocate 
two years. Would you say they are playing it extra 
safe? 

Dr. Parks: I think so. Of course, fear of pregnancy is 
real at this period of life, and is a disturbing factor in 
the family life. What do you tell them? 

Dr. Werner: I play safe and tell them at least two 
years. One patient of mine became pregnant a year 
after she had stopped menstruating, and that child 
still comes to my office every once in a while just to 
remind me of my error. Of course, what the general 
practitioner hopes for is some office test that would in- 
dicate when ovulation has completely ceased. 

Dr. Parks: That’s a rather forlorn hope when you 
think about it, because the ovaries may function once 
out of every six or eight months, as they do in adoles- 
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cence. The chances of pregnancy are decreased, but 
the menopause is not synonymous with sterility or 
infertility at all. 
Dr. Weiner: May we turn now to a discussion of 
symptoms? Certainly, the list is long. ‘These include 
increased excitability; headaches, particularly of the 
occipital type; psychic depression; inability to con- 
centrate; insomnia; hot flushes; tachycardia; vertigo; 
easy fatigue; cold hands and feet; constipation; joint 
pains; or even a so-called menopausal arthritis. Finally, 
there is another very important phase, perhaps linked 
with the problem of arthritis. Does the loss of circulat- 
ing estrogens have an effect upon the bony structure? 
What role does it play in the production of osteoporo- 
sis? 
Dr. Parks: There’s rather good evidence that hypo- 
estrogenism does contribute to decalcification and, to 
some degree, to relaxation of joints. How much this 
produces in the way of symptoms varies immensely 
with different individuals, so that musculoskeletal dis- 
orders are sometimes difficult to interpret. What has 
been your experience ? 
Dr. Weiner: First of all, I’ve been impressed that a 
postmenopausal patient who complains of low back 
pain may have a negative x-ray examination despite 
the fact that the symptom is related to osteoporosis. 
As I understand it, at least 40 per cent of the calcium 
of the bone must be lost before the x-ray films show a 
change. Too often, a negative x-ray study will be 
interpreted as excluding osteoporosis. Yet the patient 
may improve on therapy—estrogens in combination 
with the androgens and vitamin C. 
Dr. Parks: My experience has been somewhat similar. 
What steroids do you use 
for this, and how long do 
you keep it up? 

Dr. Weiner: I was going to 
quiz you about that. I use 
a combination of an andro- 
gen, such as 5 mg. of testos- 
terone, 200 mg. of vitamin 
C, and 1.25 mg. of Pre- 
marin. This is given to the 
patient once or twice a day 
for about three weeks. Then 
stop it for one week, and 
use it again for three weeks. 
I continue that schedule 
for two or three months, 
and there is quite an im- 
provement in the patient’s 
condition. 

Dr. Parks: This is all given 
by mouth? 
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"Examination should take place even 


Dr. WEINER: Yes. 

Dr. Parks: Do you observe withdrawal uterine bleed- 
ing following that type of therapy ? 

Dr. Weiner: No. The addition of the androgen to the 
estrogen prevents withdrawal bleeding, particularly if 
therapy is interrupted for weekly periods. 

Dr. Parks: Those could be rather good doses for 
treating osteoporosis, but do you use the same formula 
for climacteric symptoms such as hot flushes? 

Dr. Werner: No, I would use just an estrogen. 

Dr. Parks: Just treating hot flushes, you’d use it 
cyclically ? 

Dr. Werner: Yes, for about 21 days and interrupt for 
one week. 

Dr. Parks: I would agree with that except that the 
Premarin dosage for osteoporosis may be a little high. 
I'd start out a little lower—maybe 2.5 mg. of testos- 
terone propionate plus 0.625 mg. of the estrone sulfate 
or Premarin. I like the idea of the vitamin C. I think 
there’s a tendency to neglect vitamins in this period of 
life. There are evidences sometimes of deficiency of 
elements of vitamin-B complex. Some of the peripheral 
neurogenic symptoms are due to vitamin B, deficiency 
associated with lowered estrogens. 

Dr. Weiner: I like to look upon the vitamins as 
catalytic agents in the problem of protein metabolism. 
Then there is the question of the proper diet. Emotional 
lability, use of cigarettes and coffee, or, if the patient 
happens to live alone, loss of interest in well-rounded 
meals—all may contribute to dietary deficiencies. So 
it is important for the physician to point out that a 
good diet represents an essential phase in the treat- 
ment. Incidentally, instead of prescribing a standard 
vitamin capsule, I prefer to prescribe vitamins in the 
same manner that I would order any other important 
medication, such as digi- 
talis. I vary the doses of the 
various components of the 
B complex and of vitamin 
C much as I change the 
doses of digitalis to suit the 
needs of the individual pa- 
tient. Often the addition of 
a digestant, such as pepsin 
or Taka Diastase, helpsa lot 
in the absorption of the 
vitamins. 

Dr. Parks: Absorption is 
very important. Do you 
think that achlorhydria is 
an important consideration 
at this period? 

Dr. Weiner: Yes, I do. 
That was recently brought 


if patient is bleeding.” 


out very beautifully in a patient who had been having 
obstinate diarrhea that responded to simple hy«ro- 
chloric acid by mouth. We must also think of the pa- 
tient who has a rapid emptying of the stomach and in- 
testinal tract, and who needs an anticholinergic agent 
before meals. 

There are some other nutritional and metabolic con- 
siderations related to estrogen deficiency. It is well 
known that many patients develop diabetes around the 
time of the climacteric. Maybe that’s a chance relation- 
ship. More importantly, the concentration and distribu- 
tion of serum lipids changes, and it is around this time 
in the woman’s life that atherosclerosis begins to be 
prominent. It’s still a pretty good rule of thumb that 
chest pain in a woman below the age of 40 is not due to 
coronary artery disease. The implication is that the 
circulating estrogens protect against atherosclerosis 
of the coronary arteries. 

Dr. Parks: There certainly is evidence that a lady 
devoid of her ovarian function is more subject to 
coronary artery disease, and this has had its effect on 
the operating gynecologists of today. The majority are 
not so inclined to remove the ovaries, unless they are 
really diseased, in women who are subjected to sur- 
gery before the age of 45. There was a time when prac- 
tically anyone who had a fibroid tumor of the’ uterus 
removed, or any similar major gynecologic surgery— 
the ovaries were removed right along with the patho- 
logic process. The majority of surgeons now believe 
that the ovaries shouldn’t be removed at any time in 
life, certainly not under 55, unless they show signifi- 
cant disease at the time of surgery. 

Dr. Werner: I certainly agree to that. Now, Dr. Parks, 
I would like to get back to the subject of treatment of the 
menopause. 

Dr. Parks: All right, Dr. Weiner, but before we do, 
let’s talk over some of the symptoms that are thought 
of as being due to the menopause. First, I prefer to say 
that they may be associated with rather than due to the 
menopause, because I think there are some of them 
that probably are not entirely due to the menopause. 
For instance, decreased memory is sometimes men- 
tioned. Yet that may be a symptom at any time in life, 
and if there is decrease in memory, it may be due to 
fatigue which in turn is secondary to the menopause. 
Psychic depressions may occur at any time in life, too, 
although they are more apt to be evident at this period. 
Headache is rarely due to the menopause or to hypo- 
estrogenism. Any time I see a patient with headache, 


I’m inclined to think that other factors should be ruled 


out before it’s attributed to the menopause. 
Ringing in the ears and a feeling of congestion in 

the nose may be peripheral manifestations somewhat 

similar to hot flushes. Incidentally, I think these 
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symptoms improve with vitamin C and vitamin B as 
well as with the estrogen substitutions. 
Arthritis—joint pains—are sometimes very definitely 
features of hypoestrogenism. So too is a general re- 
duction of tissue resiliency. The breasts sag a bit, the 
abdominal muscles are not nearly as strong, the joints 
are not quite like they were. These symptoms can be 
helped by a high protein diet and by vitamin supple- 
ments, if necessary—maybe by the use of estrogens for 
ashort period of time if the symptoms are strong enough 
to warrant such treatment. 
Dr. Weiner: Wouldn’t you say, Dr. Parks, that any 
one of these symptoms taken apart from the others, 
could represent other diseases, so that it is very diffi- 
cult to say that decreased memory or poor sleep or 
psychic depression is a symptom of the climacteric 
itself? For instance, headache can have myriad causes. 
But in combination with other symptoms coming at 
this particular time in a patient who has not had head- 
ache before, an occipital type of headache may indeed 
be a symptom of the climacteric. 
Dr. Parks: Yes, over a period of time, with increasing 
hypo-ovarianism, symptoms become more manifest, 
and they finally take the patient to the doctor unless 
she is already in the habit of going to him regularly. 
By the way, do many of your patients come in for 
periodic examinations nowadays? 
Dr. Weiner: Thanks to the public press, not to my 
own personal efforts, that is being done more and more. 
As a matter of fact, within the past few years, I have 
set aside one morning a week in which I have patients 
come in for a complete physical examination. 
Dr. Parks: Good for you. If every general practitioner 
would do that, we would have less trouble with the 
menopause and a whole lot earlier diagnosis of cancer 
in women. 
Dr. Weiner: That’s right. Dr. Parks, what would you 
consider to be the usual duration of the menopause? 
Dr. Parks: The menstrual evidence of change usually 
lasts about a year or two. There is either slowing down 
or decrease in menstruation, and finally cessation. 
That’s the usual story. However, some women go along 
perfectly all right and stop all of a sudden. The other 
changes associated with the climacteric last much 
longer. They start maybe a year or two before men- 
struation actually ceases and they last a year or two 
afterward. This includes the loss of tissue resiliency. 
The tendency to hot flushes ordinarily lasts about a 
year, but this is a variable thing. oy, per cent of 
women don’t have them at all. 
Dr. Weiner: Now, Dr. Parks, what is your routine 
therapy in the treatment of the climacteric? 
Dr. Parks: Well, there’s one thing you mentioned 
earlier hat I would absolutely agree with; any doctor 
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treating a patient for the 
climacteric should actually 
know his patient and her 
family. The treatment that 
does the patient the most 
good is a feeling that she 
has a physician who will 
tell her the truth, and who 
knows all about her, physic- 
ally and emotionally. That’s 
the first therapy. By far the 
majority of women, when 
they are assured that they 
are in good health, and that 
their symptoms are minor, 
that they simply have ceased 
to menstruate, they get 
along perfectly all right. 
However, I believe very 
strongly, with you, that they should come in for peri- 
odic examinations. 

For the patient who has symptoms of hot flushes, 
inability to sleep, inability to work because of excessive 
perspiration—I’d go back first and ask her if she’s had 
a tendency to flush all her life, because again, the 
woman who has had autonomic flushing throughout 
her life will have more of it during this period. If she’s 
having symptoms that really keep her from sleeping or 
working, that disturb her family life too much, I would 
treat her with cyclic estrogens. A daily dose of 0.2 to 
0.5 mg. of diethylstilbestrol or 0.625 of estrone sulfate 
—Premarin—is adequate to begin with. I like to give it 
in the morning because I think it’s absorbed a little 
better. Furthermore, it doesn’t cause as much disturb- 
ance in the intestinal tract as it does when given at 
night. I would keep that up for 15 to 20 days, then 
stop it for seven to ten, to see if it controls the hot 
flushes. After two months, the patient gradually re- 
duces the dosage. 

Do you often use the barbituric acid derivatives? 
Dr. Weiner: Yes, I usually start patients who have 
symptoms purely on bromides and phenobarbital. I 
have tried the so-called tranquilizing agents, but | 
don’t get as good results as with the old-fashioned 
combination of bromides and phenobarbital. It is only 
after that stops working, or when I feel that the symp- 
toms are worsened to the point where it is essential to 
employ estrogens—it is only in those cases that I use 
a natural estrogen first. I haven’t had too much luck 
with the stilbestrols because of the nausea they produce. 
Dr. Parks: Diethylstilbestrol certainly may produce 
nausea. You mentioned bromides. What preparation 
do you use, and have you seen many drug reactions 
from bromides? 
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Dr. Wetner: Of course, one must always be conscious 
of bromidism, and I never prescribe bromides over a 
long period of time. I prescribe bromides for a week or 
two, and then I put the patient on phenobarbital alone. 
Perhaps, three or four weeks later, if I find it indicated, 
I'll go back on the bromides. I am always conscious 
about the cumulative effect of the bromides. But 
initially, when the patient comes in and feels restless 
and irritable, and lacks sleep, I think that old-fashioned 
bromides and phenobarbital still is an excellent com- 
bination. 
Dr. Parks: Do you use one of the belladonnas? 
Dr. Weiner: Yes, one of my favorite prescriptions is 
Bellergal—an ergotamine preparation with belladonna 
and phenobarbital. One tablet after lunch and one at 
dinner is usually sufficient medication to control 
autonomic irritability. 
Dr. Parks: Do you try not to use the phenobarbital 
preparations over a long period of time? 
Dr. Werner: I object to the use of the same medica- 
tion over and over again, first, on account of the danger 
of the cumulative effect, and secondly, the patient very 
frequently develops a resistance to the therapeutic 
effect of the drug. You get to a certain point where the 
patient doesn’t react to it any more. The answer to 
that is mot an increased dose. 
Dr. Parks: I’m very much intérested to hear your 
reference to the tranquilizer drugs. You find that they 
haven’t been very effective in treating menopausal 
symptomatology ? 
Dr. Weiner: No. Because one of the major features of a 
tranquilizing drug is that it depresses the patient. She 
is already depressed, and 
you throw her intoa greater 
depression. That’smy major 
objection. 
Dr. Parks: That’s an ex- 
tremely important point— 
one that many of us have 
been misled on. A patient, 
because she’s hyperactive 
and irritable—you might 
think tranquilizers would 
help, but she is already de- 
pressed. She’s tired and 
- this increases her fatigue. 
With traffic what it is in 
cities today, I’m inclined to 
use depressants only at 
night. Do you use pheno- 
barbital throughout the day- 
time—do you think it has 
any effect on reactions to 
traffic? 
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Dr. Weiner: I am sure that it dulls the response to 
stimuli. I would much rather spend 15 or 20 minutes 
with a patient explaining in her own terms what lier 
symptoms mean rather than hit her over the head, so 
to speak, with a tranquilizing agent, as if to say, ‘Well, 
this will remove you from all bodily fears.” That | 
won’t buy. 

Dr. Parks: Do you think most of these patients in this 
period of life expect to have some sort of medication? 
Dr. Weiner: Yes, and a lot of women expect hypo- 
dermic medication at the onset of the menopause. It 
was customary for eight to ten months that the patient 
would receive estrogens hypodermically. Actually, 
wouldn’t you agree with me that oral medication will 
do as much for the patient as hypodermic medication ? 
Dr. Parks: Except for very rare instances, I thoroughily 
agree. Hypodermic medication is a form of shock endo- 
crine therapy rarely indicated in treatment of a pa- 
tient with the symptoms of the climacteric. By mouth, 
the medications are just as usable and a whole lot less 
expensive, and certainly the symptomatology of over- 
treatment is much less with mouth therapy than with 
hypodermic treatment. 

Dr. Werner: Do you use androgens in combination 
with estrogens in the treatment ? 

Dr. Parks: I think the androgens are occasionally 
indicated. When you know the patient has no cancer, 
when she has an anovulatory type of bleeding, which 
has been demonstrated by curettement or by endo- 
metrial biopsy—under these circumstances, if there is 
a slow, irregular, dribbling type of bloody discharge, 
5 mg. of methyl testosterone once or twice a day for 
about a week will usually suppress the bleeding. 

Dr. Werner: I’m glad you mentioned the point about 
the physician making sure that there is no pelvic pa- 
thology prior to the employment of any hormone, 
whether it be an estrogen or an androgen. 

Is there any test that would prove that a patient has 

had an effect from the estrogen or androgen? How do 
we know when to stop? 
Dr. Parks: Generally, we have to go to symptoma- 
tology, although there is one practical test, and that’s 
the degree of cornification of the vaginal cells. If there 
is good cornification of the vaginal epithelium and if 
a fern test is positive, you know there is a good estrogen 
effect. Looking at the vagina is a pretty good indicator 
of vaginal epithelial endocrine response. If it’s thin and 
atrophic, the chances are the patient doesn’t have very 
much in the way of estrogens. In this regard, in the 
older woman who has postmenopausal symptoms of 
estrogen deficiency, manifested by thinning of the 
vaginal epithelium and dyspareunia and maybe some 
slight bloody discharge, it is much better to use estro- 
gens locally—cream, ointment or suppository. 
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Dr. Weiner: Do you ever use estrogen treatment by 
et implantation ? 
Dr. Parks: I dislike the idea of pellet implantation. 
It’s a form of continuous shock therapy associated with 
a traumatic insertion and an unknown absorption. 
Dr. Weiner: Would you consider natural estrogens 
superior to synthetic estrogens ? 
Dr. Parks: I don’t know that they’re superior, but 
they’re much easier for the majority of people to take. 
Dr. Weiner: Dr. Parks, our time is running out. 
Would you be kind enough to sum up some of the 
highlights of our discussion? 
Dr. Parks: We probably should do this together, be- 
cause you have answered as many questions as I have. 
First, and most important of all, the family physician 
can be a great aid, not only to the patient but to her 
entire family, by preparing her for the physiologic 
changes that occur in this period of life, just as the 
family physician too can prepare the young girl for the 
first process of menstruation. The symptomatology of 
the climacteric, like the symptomatology of any dis- 
order, will vary with the fundamental neuromuscular 
and emotional pattern of the individual, and there’s no 
one who can evaluate this pattern better than the phy- 
sician who has known the family and the individual 
patient over a long period of time. 

With regard to treatment, I think we agree funda- 
mentally. If the woman is willing to express her fears, 
her desires for the future, and if she can understand 
the reasons for the changes in her physical self, the 
need for medication decreases immensely. Not all 
women need medicine. They need to be understood. 
They need to have someone whom they can depend 
upon to give them a clear understanding of what is 
happening to them. You know, the woman is a bit 
handicapped. She can’t see her internal reproductive 
organs— she depends entirely upon her physician for 
the diagnosis and for the interpretation of the symp- 


tomatology. So, in order to 
do so, she must express her- 
self freely, the doctor must 
listen carefully, and then 
put the whole pattern of 
the symptomatology and 
physical findings together 
forapreliminary impression 
as background to a reason- 
able therapeutic approach. 

Estrogens are certainly 
useful in the temporary 
management of some of the 
more disturbing symptoma- 
tology, particularly of the 
hot flushes, and also for 
the atrophic changes of the 
genital structures in the 
immediate postmenopausal 
life of some patients. 

It’s been a real pleasure 
to talk over some of these 
problems with you, Dr. 
Weiner, because I know 
that we would agree that 
every physician who has 
the responsibility of look- 
ing after women needs to 
give a great deal of thought 
to these patients so they 
may enjoy preventive, pro- 


“Estragens are useful for treatment 
of some phases of the climacteric.” 


tective help as they go into postmenopausal years. 
Those are, perhaps, the most useful years of their 
lives. Their families are reared, their children are away, 
their husbands need their attentions, the community 
can benefit by their experiences. I believe that after 
50 a woman should really express herself, perhaps 


more than during any other period in her life. 


A Stern Challenge 


THE EVIDENCE indicates that the reaction of a man to his life situation has an influence upon 
all forms of illness, and that it plays a role of significance in at least one-third of all episodes 


of disease, regardless of their nature or location, their cause or their severity. Ultimately 
medicine will have to take account of this in the treatment of illness. It is very probable that 
an increasing proportion of the therapeutic effort will have to be directed at the patient’s 
relation to his environment if we wish to make any significant improvement in his health. 
In view of the complexities involved in dealing with human relationships, human attitudes 
and human behavjor, and the effectiveness of our present methods of dealing with these, it is 
also very probable that these efforts will be difficult, time-consuming and not, at first, highly 
rewarding. The problem stands before us as a stern challenge to medicine, and not as an easy 
opportunity.—Lawrence E. HINKLE, JRr., M.p. and Harotp G. Wotrr, M.p., Ann. Int. Med., 


49:1373, 1958, 
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When an industrial worker develops thrombophlebitis 

and there is no evident predisposing disease, there is a tendency 
for the attending physician to assume that the venous disease is due 
to an occupational injury. Close questioning of the patient 

then will usually disclose some occupational incident 

THAT COULD have been related to the onset of the thrombophlebitis. 
After all, there are many bumps and strains during 


the normal course of a working day—incidents too trivial 
to remember until there is special motivation. Such relationships 


between occupational injury and thrombophlebitis may be plausible 
but false. In some cases the background for the thrombophlebitis 


may be an occult malignant neoplasm. 


The Cause of Thrombophlebitis: 
Industrial Injury or Malignancy? 


ROY J. POPKIN, M.D. 
Los Angeles, California 


MIGRATORY THROMBOPHLEBITIS has long been recog- 
nized as an early symptom of hidden malignancy. The 
subject has been well covered since the first recorded 
description by Trousseau in 1865. This paper is not 
for the purpose of adding additional cases to the liter- 
ature, but to alert physicians to this entity when deal- 
ing with cases of thrombophlebitis in which there is a 
questionable history of injury as an etiologic factor. 
When an industrial worker develops a thrombophle- 
bitis, it is usually assumed that an occupational injury 
was the cause. In many cases, there is no trauma or 
incident of injury known to the patient. However, the 
physician often assumes injury to be the cause, and by 
a line of questioning emphasizing this fact, frequently 
obtains an affirmative response from the patient. 
This error in differentiating an occupational from a 
nonoccupational injury is not infrequent. The medical 
director of a large industrial firm, in a recent report 
cited the case of an anemic spray painter diagnosed as 
a case of industrial lead poisoning when there was no 
lead in the factory paint. This patient was suffering 
from a nonoccupational primary anemia. The implica- 
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tion of a nonexistent industrial chemical as the cause 
of the illness was an unnecessary mistake. It may be 
argued that one case is not important, but when the 
error affects many workers throughout the country, 
the misplaced responsibility and the time lost in prop- 
er management as a result of the mistake in etiology 
may be of serious importance to the patient. 


Thrombophlebitis in Industry 


Most state laws are explicit as to what constitutes an 
industrial compensable injury. Simply stated, most 
statutes define a compensable injury as a sudden and 
tangible happening of a traumatic nature occurring 
from without and producing an immediate or a prompt 
response. 

In everyday living, one is subjected to bodily trauma 
or strain. The patient invariably recalls a recent occa- 
sion when he struck an object or somehow strained an 
affected extremity. When questioned by the physician, 
the patient remembers that he is always “bumping” 
himself while at work and on one of these occasions, 
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the injury must have been sufficient to produce the 
thrombophlebitis. The proper recognition of the factor 
of injury in these cases is of considerable importance in 
industry. This is especially important where the injury 
is not the actual cause of the thrombophlebitis. 

The compensation carriers are frequently called 
upon to assume the treatment and financial responsi- 
bility in these cases, when actually, no injury ever 
occurred. As the compensation carrier depends upon 
the physician to correctly determine the relationship 
of the injury and the subsequent clinical course, it is 
important that the physician be cognizant of the vari- 
ous causes of spontaneous thrombophlebitis. 

It is extremely important to patients when malig- 
nancy is determined to be the cause. Since malignancy 
occurs in the age group past 40, and thrombophlebitis 
is not infrequent in people of this age, this possibility 
must be kept in mind by the physician treating indus- 
trial or other injury cases. Spontaneous thrombophle- 
bitis, deep and superficial, unrelated to injury, is found 
in many diseases—thromboangiitis obliterans, poly- 
cythemia and other blood dyscrasias, varicose veins, 
infectious diseases, pregnancy, in the postoperative 
period, and following prolonged bed rest. Malignancy 
as the causative agent of the thrombophlebitis should 
be considered when a thrombophlebitis does not follow 
the usual clinical course. For example, it should be 
considered in cases in which adequate therapy, includ- 
ing an acceptable effect of an anticoagulant drug, does 
not prevent extension, recurrence or occurrence else- 
where in the body or does not prevent pulmonary em- 
bolism. 

In the development of thrombophlebitis secondary 
to cancer, various organs have been involved as the pri- 
mary site, chiefly the stomach, intestinal tract, pan- 
creas, kidney, prostate or lung. The exact mechanism 
of the thrombotic tendency has not been determined. 
The malignancy, in the majority of cases reported, is 
usually diagnosed from the appearance of unmistak- 
able symptoms a few days to a few months following 
the first appearance of the thrombophlebitis. There 
appears to be no difference between the sexes. 

Unfortunately, it is difficult to make a diagnosis of 
malignancy when the only symptom is the thrombo- 
phlebitis. Even though malignancy is suspected, rou- 
tine and intensive studies frequently do not reveal its 
presence. One often must wait for localizing symp- 
toms, such as gastrointestinal or pulmonary hemor- 
thage or the appearance of a mass. 


Illustrative Cases 


In the following industrial cases, the factors of in- . 
Jury producing a thrombophlebitis were not clear or 
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definite. The injury was accepted as the cause of the 
thrombophlebitis by the examining physician because 
no other etiology was evident and the individuals 
were industrial workers at the time of the onset. 

Case 1. A 73-year-old white gardener developed a 
superficial thrombophlebitis involving the long saphe- 
nous system. Soon afterward there was deep calf in- 
volvement and pulmonary embolism in spite of hospi- 
talization and adequate anticoagulant therapy. The 
thrombosed long saphenous vein was raised and 
cordlike. 

While in the hospital, the patient developed urinary 
symptoms and edema of the opposite extremity. Surgi- 
cal exploration revealed carcinoma of the kidney with 
extension into the inferior vena cava. Later, it was as- 
certained that the deep and superficial veins of both 
lower extremities were invaded by the cancer. A sec- 
tion of the thombosed superficial veins revealed a solid 
mass of malignant cells. 

This patient had never had any previous edema of 
the lower extremities or any symptoms to lead one to 
suspect neoplasm. The factor of injury was not clear, 
although the insurance carrier assumed responsibility. 
The only injury the man could remember was hazy and 
questionable. He believed a thorn may have pierced the 
skin of his thigh while he was pruning a rosebush, and 
a few days later inflammation diagnosed as superficial 
thrombophlebitis had appeared in the vicinity of the 
traumatized area. Death occurred a month after the 
diagnosis of neoplasm was made. 

Case 2. A 32-year-old sheriff suddenly, without ‘any 
apparent cause, felt an aching and tiredness at the an- 
kle. A few days later, he noticed the extremity was pink, 
hot and swollen. A diagnosis of deep thrombophlebitis 
was made, and he was hospitalized and anticoagulant 
therapy instituted. Three weeks of bed rest were re- 
quired before the edema disappeared. The edema re- 
turned when he became ambulatory, with most of the 
swelling in the thigh and very little swelling below the 
knee. 

Thorough studies in this case were initially unre- 
vealing. However, approximately five months after the 
original episode of discomfort, a mass appeared in the 
affected thigh diagnosed as an osteogenic sarcoma. 
The patient died within a month of the appearance of 
the bone tumor, or nine months after the onset of 
thrombophlebitis. 

When he was initially interviewed, this man could 
recall no definite injury. However, after persistent 
leading questions, emphasizing the probability of in- 
jury as the cause of the thrombophlebitis, he recalled 
that he stepped on a small stone and could have twisted 
his ankle. On the basis of that story, it was assumed 
that injury caused the thrombophlebitis. 
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Case 3. A white woman, 43 years old, working as a 
practical nurse, developed a superficial thrombophle- 
bitis of the long saphenous vein of one leg. She was 
immediately hospitalized and placed on anticoagulant 
therapy. Within a few days, she developed a deep 
thrombophlebitis of the same leg, followed by a pul- 
monary embolism. Within two weeks, she also devel- 
oped a deep thrombophlebitis of the iliofemoral sys- 
tem in the opposite extremity. The edema persisted in 
spite of bed rest of over two months’ duration, diuretics 
and anticoagulants. 

About a month after the patient was discharged from 
the hospital, it was observed that she was pale and 
complained of generalized weakness. She was rehos- 
pitalized. Her blood count (previously normal) was 
now significantly reduced. Tarry stools were observed. 
A gastrointestinal x-ray series demonstrated an exten- 
sive neoplastic invasion of the stomach. Shortly after- 
ward, a superficial thrombophlebitis appeared in one 
arm, followed within a few days by a similar develop- 
ment in the other arm. Exploratory laparotomy re- 
vealed an extensive adenocarcinoma of the stomach 
extending into the liver, the pancreas and the retro- 
peritoneal space. 

In this case, the first thrombophlebitis preceded the 
first diagnostic symptoms of malignancy by approxi- 
mately three months. The patient died within a few 
weeks after surgery, or approximately six months after 
the first episode of thrombophlebitis. She could not 
recall any definite injury to her extremities except to 
state that she was always bumping her legs while at 
work, and the initial thrombophlebitis occurred in the 
vicinity of one of the “bumps.” 


The thrombophlebitis that accompanies a neoplasm 
is frequently superficial at onset, with deep venous 
involvement later. Malignancy was suspected in the 


illustrative cases when the course of the thrombop)le- 
bitis was not typical. There was extension, new oc: ur- 
rence, recurrence or pulmonary embolism in spite of 
seemingly adequate anticoagulant therapy. The pe- 
culiarity of the distribution of the edema in Case 2 was 
an additional atypical finding. The lack of response to 
adequate anticoagulant therapy has been noted by 
others as a diagnostic or suggestive sign of malignancy, 
In the cases described in this paper, by the time the 
malignancy was diagnosed, it was too late for curative 
therapy. 

The problem introduced by these cases goes beyond 
the fact that spontaneous thrombophlebitis is a sign of 
malignancy. They illustrate that thrombophlebitis is 
often incorrectly assumed to be due to injury. 

Because an individual is working for wages does not 
necessarily mean that a disability must be the result of 
an occupational factor. Although clinical management 
will be the same, the legal: responsibility, especially 
where insurance carriers are involved, will be mis- 
placed. As long as the examining physician believes 
that injury must be the factor in a thrombophlebitis 
where none of the usual immediate causes are found 
and imparts this idea to the patient, some recent inci- 
dent of injury will be remembered by the patient. It is 
known that even very slight trauma may lead to throm- 
bophlebitis. This places a distinct responsibility upon 
the physician when the question of occupational injury 
must be decided. 

Since industrial insurance carriers depend upon the 
physician to determine the relationship of a pathologic 
process to injury, considerable judgment must be 
exercised by the physician in cases in which an injury 
appears to be negligible or nonexistent and in which 
the clinical course following the onset of thrombophle- 
bitis is unusual or atypical. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


‘Bug Dust’ 


From the Allergy Research Laboratory at Northwestern Uni- 
versity Medical Center comes word that nearly 30 per cent 
of patients with symptoms of asthma or hay fever are sen- 
sitive to disintegrating bits of insect dust inhaled from air 
and soil. Hereafter, “sensitivity to dust” will be an inade- 
quate diagnosis ; it is necessary to know the offending agent 
in the dust. If insects are responsible, is it a disintegrated 
fly, moth, mite, bedbug, locust, bee, ant egg or silk cocoon? 
As business and government get more complicated, so 
does medicine!—Illinois Medical Journal. 


104 


Occult Fractures 


ROENTGENOGRAMS often fail to demonstrate the undis- 
placed fracture. 

The diagnosis of occult fractures is clinical. Painful 
limitation of motion, point tenderness and swelling, often 
with ecchymosis and a history of injury, are sufficient for 
diagnosis of an occult fracture. In joint fractures the pres- 
ence of fat droplets in the hemarthrosis is pathognomonic. 
Occult fractures should be diagnosed and treated posi- 
tively—R. S. Reicu and N. J. Rosenserc, JAMA, 166: 
563, 1958. 
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The Abortion Problem 


EDITH L. POTTER, M.D. 


Department of Obstetrics and Gynecology 
University of Chicago 
Chicago, Illinois 


A million spontaneous abortions 
occur every year. Most involve an 
abnormal embryo. The abnor- 
mality may be intrinsic in the egg 
or sperm or may be an environ- 
mental result. Emotions play an 
important role. Caution is urged 
in the use of new oral progester- 
one agents. Abortion can best be 
prevented by adequate preconcep- 


tional care. Clinics are investigat- 

ing the complexities of the abortion 

problem, and advising prospee- 
tive parents. 


GP 1959 


THE FREQUENCY of spontaneous abortions is not ac- 
curately known. This information is difficult to obtain 
because many women, especially those who have al- 
ready had several children, often do not consult a 
doctor when they know they are having an abortion— 
unless they become alarmed by the bleeding. However, 
even if every woman who lost a pregnancy consulted 
a physician, we still would not have an accurate figure 
because some pregnancies end even before the woman 
knows that she is pregnant. 

The following review was supported in part by 
USPHS medical research grant 3166. Since informa- 
tion on the extent of this early wastage is important, 
Dr. J. Yerushalmy and Dr. Jessie Bierman of the Uni- 
versity of California School of Public Health have 
started a study they think may give an answer. On 
Kauai, one of the smaller of the Hawaiian Islands, an 
especially good rapport exists between the islanders 
and the local medical authorities. Dr. Yerushalmy, Dr. 
Bierman and their coworkers enlisted the help of local 
nurses and doctors and obtained a research grant from 
the United States Public Health Service. They keep 
in constant touch with all the women in the child- 
bearing age in the hope of learning when any woman 
might possibly be pregnant. They try to do pregnancy 
tests on all women if a menstrual period is delayed. 
All those with positive tests are carefully followed to 
see what happens. This investigation is now going 
on and it will be some time before an answer is forth- 
coming. 

To find out how many pregnancies are lost, the 
World Health Organization has recommended that 
at their termination, no matter how early, all preg- 
nancies be reported to local health departments in all 
countries. There has been such a regulation in New 
York City for a good many years but it seems probable 
many abortions have not been reported. However, 
when women began trying to collect money for 
medical care for an abortion from EMIC (Emergency 
Maternal and Infant Care Program), the proportion 
of unreported pregnancies could be estimated. Dr. 
Leona Baumgartner, the present health commissioner, 
reported in 1949 that of 1,224 such pregnancies end- 
ing in the first six months, only 724, or 59 per cent, 
had been reported to the health department. Since 
the reported number equalled about 10 per cent of 
total births, they concluded the actual number was 
about twice this, or close to 20 per cent. 

Mr. Carl Erhardt, head of the statistical division of 
the New York Health Department, also believes that 
only half of the abortions are reported. However, he 
presents different evidence. Mr. Erhardt found that 
the farther back one goes into the early weeks of preg- 
nancy, the more numerous are the number of abor- 
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tions reported—until ten weeks is reached. Then 
they suddenly become very few. He believes that the 
probable reason for the fall-off is because very early 
abortions are less often reported. Perhaps no physi- 
cian was consulted or perhaps the need for reporting 
was not realized. Under ten weeks, the number 
probably continued to increase in the same ratio as in 
slightly more advanced pregnancies. This would mean 
that about one-fifth of all pregnancies terminate in 
spontaneous abortion. 

The Kinsey report on abortion pointed out that 17 
per cent of pregnancies end in spontaneous abortion, 
a figure identical to their estimate of criminal abortions. 

Among women admitted to a hospital, the number 
who abort seems to be fairly constant around 10 per 
cent. A study of six American cities made in 1950 
showed a variation from 7.2 to 10.7 per cent with an 
average of 9.7 per cent. This same percentage is found 
at the Chicago Lying-in Hospital, where among 10,818 
patients admitted in the last three years, 1,057 were 
recorded as having spontaneous abortions. When 
3,342 of these women who had already had at least 
one pregnancy were carefully questioned about past 
spontaneous abortions or deaths of fetuses before 
birth, it was found that they had had a total of 6,804 
pregnancies. Of these, 19 per cent had ended in 
abortion and in an additional 4 per cent, the child 
was born dead or died soon after birth. These women 
had, consequently, lost almost one-fourth of their 
pregnancies, 

The difference in the proportionate number of 
pregnancies ending in spontaneous abortion as ob- 
tained by history and that obtained by direct observa- 
tion of patients in a hospital is believed to be due to 
the large number of women who abort but do not 
require hospitalization. 

Because of the patient’s reluctance to acknowledge 
a criminal abortion, it is not always possible to tell 
how many abortions, thought to be spontaneous, may 
actually be a result of this procedure. However, the 
Kinsey report showed that only 17 per cent of the 
women having criminal abortions are subsequently 
hospitalized. One-third of these had the type of severe 
infection that can usually be recognized as caused by 
criminal abortion. Even if it were assumed that none 
of the criminal abortions were recognized as such and 
were thought to be spontaneous, it would alter the 
frequency of those observed in any hospital by less 
than 3 per cent of the total deliveries—if the Kinsey 
figures are correct. 

If we add a 2 per cent loss from stillbirth to (1) 
the 20 per cent figure arrived at by Dr. Baumgartner 
and Mr. Erhardt; (2) the 19 per cent rate noted by the 
Chicago Lying-in Hospital figure or (3) the Kinsey 
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Institute figure of 17 per cent, we get a total loss be- 
fore birth (excluding criminal abortions) of at least 
20 per cent of conceptions. In 1955, 4,104,112 infants 
were born alive in the United States. If one-fifth of the 
total number of pregnancies terminate in the delivery of 
a dead fetus, we have a staggering total of one million 
such deaths. And, if the Kinsey report represents an 
adequate sample, another million babies are inten- 
tionally sacrificed. 

The figure of approximately one million sponta- 
neous abortions a year means that we have in this con- 
dition a very important cause of physical discomfort, 
emotional trauma and financial loss. Human suffering 
cannot be measured in terms of dollars and cents, but 
we can rouglhily estimate the annual monetary cost of 
such abortions. 

At the Chicago Lying-in Hospital, the majority of 
patients with an abortion remain three days (some 
stay much longer). If half of the estimated one million 
women with spontaneous abortions require hospitali- 
zation and each stays only three days, hospital beds 
are occupied a total of 1,500,000 days for this reason. 
It is estimated that for medical and hospital care, the 
patient, her insurance company or the community 
actually pays between $100 and $200 for each abortion, 
or from $50 to $100 million annually. In addition, 
the value of time lost from work, either within or out- 
side the home, is probably more than the amount 
paid out in medical bills. It would seem that $200 
million is a conservative estimate of the value of money 
paid out and hours of productivity lost for which 
there is nothing to show except the memory of a 
failed pregnancy. 


Cause of Abortion 


Knowing the approximate number of spontaneous 
abortions, our next question is, “What is the cause”? 
In an individual case, this is difficult to determine. 
Jeffcoate and Wilson of the University of Liverpool 
say that a specific cause can be found for only 15 per 
cent of abortions. Most other investigators add that 
their figures are not much higher than this. However, 
even though it may be impossible to say what acts as a 
cause in a specific case, it is possible to discuss what 
might have been the cause. 

The uterus will not hold a pregnancy for more than 
a few weeks unless it is fairly normal. If the embryo 
dies or is sufficiently abnormal, the uterus will expel 
it. The embryonic sac develops normally only when 
it contains an embryo, but it may actually grow for 
about three months with a very abnormal embryo or 
none at all. For this reason more abortions occur at 
ten to 14 weeks than at any other time. 
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To find out how many fetuses were aborted because 
they were abnormal and how many because of some 


other condition, Hertig and Livingston examined the | 


material passed during the course of 1,000 abortions. 
This is important in order to know whether an at- 
tempt should be made to prevent an abortion when 
symptoms first appear or whether it would be better 
to let nature take its course. With a sufficiently ab- 
normal pregnancy, treatment would do nothing except 
delay the inevitable expulsion. 

Hertig and Livingston found that only 26 per cent 
showed anatomically normal embryos and that not 
more than two-thirds of these were alive when the 
patient was first seen by a doctor. In the majority, the 
sac contained no embryo or only a stunted rudiment. 

I examined similar material from 1,500 women at 
the Chicago Lying-in Hospital and found the number 
of normal embryos even less. In only 20 per cent were 
normal embryos present and over half of these had 
been dead for a considerable period of time prior to 
abortion. Probably less than 10 per cent of the total 
could have been saved by any form of treatment. 


Symptoms 


The symptoms indicating that a pregnancy is in 
danger of being lost are bleeding and uterine cramps. 
The first symptom is usually bleeding. What propor- 
tion of women who have bleeding early in pregnancy 
abort and what proportion go on and finish pregnancy 
with a normal baby ? 

In a study of 5,000 women who had a baby at the 
Chicago Lying-in Hospital, 488 (about 10 per cent) 
had some bleeding during the first six months. About 
three-fourths of this occurred in the first three months. 
In 90 per cent, pregnancy ended in the birth of a 
living mature infant; in 5 per cent a living premature 
infant, and in only 5 per cent did the child die. Simul- 
taneously, there were 491 women admitted to the hos- 
pital with similar symptoms who did abort. This al- 
most equals those who threatened to abort but did 
not. We can conclude that in about half the women 
who threatened to abort, the symptoms grew worse 
and the abortion was completed. In the other half, 
they subsided and a normal infant was subsequently 
delivered. 

There were very few malformed children who sur- 
vived. In a study made by Dr. Edward Burge, 97 per 
cent of all babies who were delivered after symptoms of 
a threatened abortion were entirely normal and less 
than 1.5 per cent had major abnormalities. This figure 
1s the same as an average obtained from 26 clinics for 
all preynancies. In view of the extremely high per- 
centay: of abnormalities among the abortions, it seems 
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that the majority of abortions occur because the em- 
bryo is abnormal and a small share, possibly not more 
than 10 per cent, because of intrinsic conditions in 
the mother that are directly responsible for expulsion. 
It further seems that if the embryo has not developed 
normally, abortion is inevitable and that if it is normal, 
symptoms will generally subside, often without treat- 
ment, and the pregnancy will continue. The propor- 
tion of normal fetuses is higher in late than in early 
abortions, suggesting that more pregnancies are pos- 
sibly salvageable when symptoms first appear from 
four to six months than from one to three months. 

If abnormal development is responsible for abor- 
tion, the abnormality may be intrinsic in the egg or 
sperm, or may be a result of the environment in which 
growth takes place. If the cause is intrinsic it must be 
something inherited or something injuring the egg or 
sperm before or at the time they unite. 


Abnormalities in Germ Cells 


There are no known heritable qualities in the human 
that are responsible for such extreme abnormality as 
to lead to abortion. In many animals, however, there 
are so-called lethal genes, which, if inherited from 
only one parent, produce a minor malformation, but 
which, if inherited from both parents, cause extreme 
malformation often leading to abortion. With one 
possible exception, such a condition has never been 
described in the human but it occurs in dogs, cats, 
sheep, cattle, horses, rabbits, chickens and many 
other animals. It may be that we simply do not 
recognize it in the human. 

One thing possibly affecting the egg is increasing 
age of the mother. Abnormalities in development 
become more frequent as the mother’s age increases. 
Mr. Erhardt and Mr. Jacobziner of the New York 
Health Department have found that a pregnant woman 
over 40 has three times as much chance of having an 
abortion as a woman under 20. A report from the 
Boston Lying-in Hospital indicates that the fetus is 
normal and alive in 33 per cent of women under 25 
who abort but in only 3 per cent of those over 40. 

Most scientists believe that all the eggs a woman will 
ever have are present in the ovary when she is born 
and that the longer they remain in the ovary, the 
greater the possibility they may become abnormal 
because of age, disease, poisons, x-ray, etc. Sperm 
cells are being constantly produced so they are not 
subject to this variety of aging but they may be ab- 
normal because of temporary illness or chronic dis- 
ease existing at the time of their production. 

Much more common and possibly a factor responsible 
for a large share of abortions is the failure of sperm 
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cells to reach the egg promptly after it is liberated from 
the ovary. In the human female it seems probable that 


sperm cells do not survive much more than 24 hours - 


after deposit in the vagina. If they get too old they will 
die, but as long as they are capable of fertilization, 
development will not be abnormal because of whatever 
waiting occurs. The egg, on the other hand, is injured 
by delay, and abnormalities of development become 
more and more likely until by the end of the 24 hours 
fertilization is thought to be impossible. In animals this 
can be easily proved. 

Blandau and Young put semen into the vaginas of 
guinea pigs at varying times after estrus—the time 
when eggs are liberated from the ovary. When it was 
placed in the vagina during estrus, only 12 per cent of 
the pregnancies were abnormal; when it was placed 
there eight hours after liberation of the egg, the figure 
rose to 34 per cent and kept on rising, with 73 per cent 
abnormal after 14 hours, 90 per cent after 20 hours, 
and 100 per cent after 26 hours. The number of 
pregnancies obtained thus decreased with each passing 
hour, and at 32 hours there were none. 

Similar results were obtained by Blandau and Jordan 
in rat experiments, except that in rats, the ability to 
develop normally was lost earlier than in guinea pigs. 
When fertilization took place at six hours, 50 per cent 
of the embryos were abnormal, and by 12 hours 100 
per cent were abnormal. 

In most animals, nature has eliminated excessive 
aging as a cause of abnormality because the female re- 
ceives the male only when eggs are being liberated, or 
in some instances ovulation takes place only as a result 
of coitus. The close relationship that exists between 
sexual receptivity and ovulation in lower animals has 
been partly or completely lost in primates, particularly 
man, and because of this, humans have proportionately 
fewer pregnancies than lower animals in relation to the 


number of eggs produced. 


Abnormalities of Environment 


Even though the egg and sperm are normal when 
union takes place, abnormalities in the environment 
may be responsible for failure to maintain growth. 

At the Carnegie Embryology Laboratory in Balti- 
more, human embryos and fetuses have been under 
daily consideration for the past 40 years and the hy- 
potheses as to why abnormalities occur has varied with 
the progress of science. In his monograph written in 
1908, the founder, Dr. F. P. Mall, concluded that 
disease of the endometrium, especially infection, was 
responsible for abnormal growth because it led to faulty 
attachment of the embryonic sac. This concept was 
reinforced by the work on amphibia and fishes, in 
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which defects were produced by placing early em- 
bryos in abnormal environments such as toxic solutions 


. or unfavorable conditions of oxygen or temperature. 


However, it now seems probable that Mall’s conclu- 
sions were not entirely correct. They were drawi in a 
day when the normal changes occurring in the uterine 
lining during pregnancy had not yet been recognized. 
When one of his now-famous students, Dr. George 
Corner, examined uteri from 1,000 pregnant sows, he 
did so in the light of more information and found that 
individual embryos frequently develop abnormally or 


. die among normal littermates in a uterine environment 


grossly and microscopically normal and perfectly able 
to support normal development. He found many were 
abnormal even in extremely early stages. Corner and 
other scientists pointed out that in most animals, 
about one-third of the offspring in any pregnancy are 
lost from conditions existing within the fertilized egg. 
In this same relation, Rock, Hertig and their co- 
workers recently described eight human embryos so 
young they were not yet attached to the uterus and of 
these, four were already abnormal. They were so early 
that none of the women knew she was pregnant. 


Infections and Poisons 


Even though disease of the endometrium is no longer 
thought to be responsible for abnormal development, 
there are other conditions that may adversely affect a 
young embryo. Local infection can rarely be demon- 
strated as a cause but generalized infections, especially 
those producing high fever, such as typhoid fever, may 
lead to death of the embryo. Brucellosis may cause 
abortion in mares, cows and other animals, but it has 
never been known to produce abortion in women. 
Syphillis may be responsible for stillbirth but it prob- 
ably does not cause abortion. 

Although viruses rarely have been found to cause 
abortion in humans, they may cause abnormality in 
development. The action of rubella is best known. It is 
also possible that virus not yet recognized may lead 
to very early embryonic death. Poliomyelitis is one of 
the few viral diseases that has been carefully studied 
and an increased frequency of abortion has been found. 

Certain poisons may cause abortion, notably lead. In 
1905, when the harmful effect of this mineral was just 
being recognized, the French Department of Labor re- 
ported that 60 per cent of 1,000 pregnancies in lead 
workers resulted in abortion. Poisoning of either the 
father or the mother gives the same result and abortion 
is probably due to the very early death of the embryo. 
After recovery from lead poisoning, pregnancies again 
become normal. : 

Nutritional deficiencies are notoriously important 1n 
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lowering reproductive performance in animals. In many 


instances certain deficiencies of vitamins, minerals or 
proteins in laboratory animals, domestic animals or 
wild animals in zoos, have led to abortion or to the 
birth of malformed young. On the other hand, evi- 
dence has been obtained at the University of Wis- 
consin that under certain conditions of limited feeding 
(low caloric intake) there has been less embryonic 
death than with full feeding (high caloric intake). 

It has been postulated that humans are afflicted by 
the “fertility of poverty” and that the reason certain 
underprivileged groups have more children is not en- 
tirely because of cultural patterns, but may in part be 
related to a proportionately lower food intake. How- 
ever, although this group in general has more children, 
they appear also to have more abortions than those on a 
higher income level and the ratio of surviving children 
to the number of pregnancies is porportionately lower. 

Although adequate levels of minerals, especially cal- 
cium and iron ; vitamins, especially C, Pand E; and cal- 
ories, especially in the form of protein, are necessary 
for normal pregnancy, there is almost no positive evi- 
dence that these are ever in sufficiently low quantity in 
the human diet to cause abortion. Lack of Vitamin E 
has been especially indicted as a cause of abortion but 
without much evidence to support it. In spite of this, 
druggists fill thousands of dollars worth of Vitamin E 
prescriptions every year. 

General hormonal deficiencies, especially lack of thy- 
roid, may contribute to poor embryonic development. 
Many women with thyroid deficiency have difficulty in 
becoming pregnant and some of those who do become 
pregnant have difficulty in carrying an infant to term. 
In some women, the administration of thyroid sub- 
stance seems to aid in the maintenance of pregnancy. 
Too often, however, thyroid is given on inadequate 
grounds and the results are disappointing. 

The hormonal deficiency which would most rational- 
ly be thought to interfere with pregnancy is in one 
coming from the ovary. Prior to expulsion of the egg, 
the principal hormone coming from the ovary is estro- 
gen, produced by the follicle under the influence of 
FSH (follicle stimulating hormone) from the pituitary. 
As soon as the egg is liberated, LH (lutenizing hor- 
mone) converts the follicle into a corpus luteum which 
produces progesterone. This is responsible for in- 
creased secretory activity in the endometrium and its 
conversion into decidua. For at least three months this 

hormone is necessary for the successful maintenance 
of a pregnancy, and if the corpus luteum is removed 
duriny this time, abortion almost invariably follows. 
By the end of three months, the placenta can ordi- 
narily replace the corpus luteum in hormone produc- 
tion s that the latter is no longer essential. 
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It is reasonable to assume that the corpus luteum’s 
failure to produce progesterone in the ovary or the 
placenta’s failure to produce a similar substance can be 
responsible for the loss ofa pregnancy. In corroboration 
of this idea, Corner and Bartelmez of the Carnegie 
Embryological Laboratory have published a description 
of nine abnormal embryos in which they also had the 
corpus luteum and part of the lining of the uterus. In 
four of these, the corpus luteum was partially degener- 
ated and might well have caused the abnormality of 
the embryo. 

Some investigators believe the progesterone level in 
the blood can be measured fairly accurately and have 
reported that in many instances in which abortion 
occurs, this level is lower than normal. Dr. Ernest 
Plotz studied hormone levels in 1948 and found them 
low in 16 per cent of women who subsequently aborted. 
However, he now questions whether any method used 
is accurate and thinks that probably there is really no 
way of knowing whether or not sufficient progesterone 
is available to maintain a pregnancy. 

Many other conditions have been suggested as oc- 
casional causes of abortion. Among these are incom- 
patibilities between blood groups of mothers and in- 
fants. There is actually no evidence, however, that 
either AB or Rh incompatibility is a cause of abortion. 
In some instances, abortions appear to be the cause of 
maternal isoimmunization, inasmuch as certain studies 
have shown that more than an average number of 
abortions occur prior to the first recognition of Rh 
immunization, but not afterward. . 

Several investigators have reported that dispropor- 
tionately fewer children are born when the mother is 
blood group O and the father is group B than when the 
mother is B and the father group O. McNeil and his 
colleagues at the University of Utah found that 45 per 
cent of group O with group B husbands had two or 
more abortions while only 15 per cent of those who 
were group B with group O husbands had a similar 
number. The explanation that has been given is that a 
mother of group O can become immunized during 
pregnancy to the B antigen inherited by the child from 
the father and that subsequent conceptuses (also in- 
heriting the father’s B blood group) are destroyed as a 
result of her immunization to this antigen. That this ex- 
planation accounts for the abnormally small number of 
children resulting from this combination of blood 
groups remains to be proved. 


Emotional Influences 


A growing interest in psychosomatic medicine had 
led to an increasing interest in the possible role of the 
emotions in producing abortions. Whether this con- 
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tributes to the production of an abnormal embryo or 
whether it leads to direct expulsion of a normal embryo 
has apparently not been discussed. 

Since there is a well-established relationship between 
emotions and menstruation and emotions and fertility, 
there is a belief that a relationship between emotions 
and abortions must also exist. In 1956, Dr. Edward 
Mann of the New York Lying-in Hospital, trained 
both in psychiatry and obstetrics, reported having 
interviewed 65 women who had had three or more 
abortions for no apparent physical reason. He reported 
that the majority of the women he interviewed were 
remarkably alike in their underlying personality make- 
up, in their relation to their mothers and fathers, as 
well as to their husbands. 

The women, as a rule, had been brought up in a 
home where the mother was the dominant, dependable 
parent, often exhibiting marked favoritisnr for the pa- 
tient. The father had often been lost to the patient, 
either literally or figuratively through death, divorce, 
or more frequently through alcoholism, or passive inef- 
fectualness which made him an object of weakness or 
contempt in the eyes of the daughter through her 
identification with her mother. 

Many of these patients had not developed an interest 
in boys until very late in their teens or early 20s. 
Often, after completing their schooling, they had lived 
at home, turned over their earnings to their mothers, 
dated infrequently and married at the first opportunity. 
The patients often described their husbands as “‘hard- 
working, thoughtful and kind—but . . .” Then fol- 
lowed a list of qualifications which the patients failed to 
find in their husband. The inadequacy, however, was 
not always real but instead stemmed from the wife’s 
way of “seeing” him. 

According to Dr. Mann, the “unevenness and in- 
completeness of the patient’s feminine development 
does not become manifest except under the circum- 
stances of pregnancy, which, with motherhood in the 
near offing, is vaguely perceived as a level of adjust- 
ment which transcends her adaptive abilities. The 
specter of this feared transition, which for the most 
part is outside of awareness, may then find physiologic 
expression through habitual abortion . . .” 

Just how this happens Dr. Mann is not prepared to 
say. However, he thinks there are pathways by which 
the cerebral cortex acts on the pituitary and adrenal 
glands and prompts the resultant abortion. 

Dr. Mann is not alone in his belief that emotions 
play an important role in abortion. It is interesting, 
however, that Dr. Squier and Dr. Dunbar described 
the women they interviewed in quite a different way. 
They found the women who repeatedly lost pregnancies 
early were of superior intelligence, scorned their 
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mothers and identified themselves with their fathers, 
were frustrated in their careers, and were very cou- 
cerned about the sex of the baby. They believe habit :ial 
abortion may be a physiologic manifestation of re- 
pressed psychic changes that are localized in the uterus 
because this organ is chosen as the site of expression 
for emotional disturbances. 

Dr. Greenhill also believes that some abortions may 
be of psychic origin and quotes the well-known fact that 
a large share of women confined to concentration camps 
during the second world war ceased to menstruate 
after arriving in the camps. He thinks that failure to 
menstruate and abortion may both be a result of severe 
psychic shock, worry and fear, acting through the 
nervous system on the ovary or uterus to cause sup- 
pression of activity of the ovary or hyperirritability of 
the uterus. 

Abnormalities responsible for premature expulsion of 
the conceptus are much fewer in number than those 
contributing to production of an abnormal embryo. 

Disturbances primary in the uterus that have been 
occasionally thought to contribute to early termination 
of pregnancy include: underdevelopment or malforma- 
tion of the uterus; backward displacement; tumors, 
commonly known as “fibroids” and a weak cervix 
which relaxes and lets the pregnancy protrude. 
Trauma, such as a severe blow on the abdomen, may 
injure a child late in pregnancy, but probably almost 
never causes an abortion. Travel by any mode of 
transportation has been definitely disproven to cause 
abortion. 

It seems likely that sexual intercouse is the most im- 
portant direct cause of abortion, other than the actual 
introduction of an instrument into the uterus. In an 
entirely normal pregnancy it seems probable that no 
amount of sexual intercourse will lead to abortion, but 
there are too many instances in which abortion begins 
soon after intercourse to dismiss it as coincidence. 

It can contribute in two possible ways. The hormonal 
stimulation associated with orgasm may cause uterine 
contractions which may continue and empty the 
uterus, or extremely vigorous thrust of the male organ 
against the uterus, especially if the uterus is tipped 
backward, may actually be sufficient to cause injury to 
the region of attachment of the embryonic sac in the 
uterine wall. 


Prevention of Abortion 


It is time now for our last question: Since there are 
so many possible causes of abortion, how can they be 
prevented? 

It is quite evident that since many abortions have 
their origin extremely early, sometimes even before 
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pregnancy is recognized, prevention to be effective 
must begin before conception occurs. If we were to 
have the fewest possible unsuccessful pregnancies, 
every man and woman about to have a child would be 
in a state of maximum physical and emotional health 
and would lead lives temperate in all things, including 
sexual intercourse. A doctor would be consulted as 
soon as pregnancy was recognized and his advice would 
be followed. This advice would ordinarily be to eat a 
nutritious, well-balanced diet with a limit on fat and 
carbohydrate in order to avoid excessive weight gain; 
to stay out of crowds and avoid exposure to infection 
as much as possible; to avoid excessive fatigue; to be 
moderate in all things and to be happy. 

If symptoms of uterine bleeding or discomfort sug- 
gest the possibility that abortion may be commencing, 
the patient should remember that at least half the time 
they disappear and pregnancy continues normally. 
There is much difference of opinion as to how a woman 
who has such symptoms should be treated. If she has 
not had a previous abortion and her symptoms appear 
very early in pregnancy, it is commonly believed that 
no treatment is indicated. This conclusion is reached 
because the embryo or the sac in which it is developing 
are generally abnormal when abortion occurs in the 
early weeks of pregnancy and it appears that if the 
embryo and sac are normal, the symptoms will generally 
subside without treatment. However, severe exertion 
and sexual intercourse, two things that may exagger- 
ate any tendency of the uterus to expel a fetus, are 
usually forbidden. 

Sometimes thyroid substance is given in the hope 
that even though a lack cannot be demonstrated, it 
may possibly do some good. 

Rest in bed is often recommended in the belief that 
this will quiet the activity of the uterus. 

One or another of various vitamins are often given, 
with the thought that they may be deficient in the diet. 

Progesterone is sometimes administered in the hope 
that the symptoms may be caused by a lack of this hor- 
mone. In fact, progesterone is probably the most popu- 
lar of all forms of therapy at the present time and many 
papers have described its efficacy in preventing abor- 
tion, With considerable shock, I read recent reports in 
which Wilkins described the masculinizing effect exert- 
ed on the fetus by some of the new orally administered 
progestation agents. His observations have been con- 
firmed and extreme caution is recommended in the use 
of such substances. 

Since there are many causes of abortions; since in 
any particular case it is often impossible to determine 
the cause while the abortion is still in progress (or for 
that matter even after it is completed) ; and since most 
often the next pregnancy proceeds to a normal termi- 
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nation, there are many arguments in favor of permit- 
ting a continuance of a normal way of life during the 
time abortion threatens. 

The majority of physicians realize that when bleeding 
is due to some cause other than an impending abortion, 
it will ordinarily subside spontaneously and that any 
treatment given generally makes no difference in the 
outcome. It is often felt, however, that women need 
some type of treatment for the psychologic effect it 
exerts. Some women expect to be told to stay in bed 
and to be given some variety of hormone and if such a 
recommendation is not made, the majority will consult 
another doctor. 

Some doctors are more frank, like Dr. Colvin and his 
colleagues in Atlanta. They believe “the general asser- 
tion and acceptance of the prophylactic value of hor- 
mone and vitamin therapy in threatened or habitual 
abortion are apparently unwarranted. . . An analysis of 
1,570 untreated cases of threatened abortion showed 
only 62 (or 3.9 per cent) which could theoretically 
have been prevented by hormone and vitamin therapy.” 
They were interested in finding that among 141 patients 
with symptoms of a threatened abortion, all of whose 
previous pregnancies had ended in abortion, there were 
7.8 per cent fewer who actually aborted in the preg- 
nancy under consideration than among 564 all of whose 
earlier pregnancies had been successful.’ 

They say: “The common practice is to institute hor- 
mone and vitamin therapy at once either in faith or in 
conformation to accepted practice, admitting that the 
patient is hormonewise and expects something to be 
done. 

“It is our belief and practice that a simple explana- 
tion of what is in the background of early abortion 
serves to satisfy the patient and reconcile her to a plan 
of therapeutic nihilism. A variable period of time will 
be necessary to note the trend of the signs and symp- 
toms. Meanwhile, reasonable activity as to meals and 
bathroom privileges is permitted.” 

In discussing this paper at the meeting where it was 
presented, Dr. Eastman commented, “The therapy of 
threatened abortion is avowedly futile in about half the 
cases because the fetus is already dead. In another 30 or 
40 per cent it is unnecessary because the causes of 
bleeding require no treatment. Hence, there is only a 
small percentage of cases in which therapy may be 
effective.” 

Dr. Hanley said further, “Patients should not be 
hoodwinked into believing that the giving of expensive 
injections, vitamins or other medications will surely 
lead to full-term delivery of a normal infant.” 

However, the attitude of the doctor toward the preg- 
nant patient, who, having had one abortion, has symp- 
toms indicating that she may have another, is often 
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quite different from his attitude toward a first abortion. 
He often feels that even though there may be little 
chance of saving the pregnancy, some attempt must 


be made. 


Habitual Abortion 


When a woman has had one abortion it is generally 
attributed to chance—that is, she is thought to have 
temporarily experienced some one of the conditions 
causing the abortion. When she has had three, she is 
generally put in a special group called “habitual 
aborters,”’ in the belief that she has some condition 
that is repeating itself over and over and is keeping 
her from carrying a pregnancy a normal length of time. 

Many years ago, Malpas examined the records of pa- 
tients who had had several abortions and concluded 
that after a woman has had three, she had only a 27 per 
cent chance of a normal pregnancy in the fourth. 
Later, Eastman gave such a woman only a 16 per cent 
chance of a normal pregnancy. 

More recently, Speert decided that neither of these 
conclusions was based on sufficient evidence. He 
studied the records at the Sloane Hospital in New York 
and found that among 121 women who had had three 
or more spontaneous abortions, 81 per cent had a liv- 
ing child in the next pregnancy regardless of the 
variety of treatment or whether any treatment at all 
was given. 

In spite of Speert’s report, most investigators who 
try out various procedures to prevent abortion quote 
Dr. Eastman’s figures and consider that when more 
than 16 per cent of women have a successful pregnancy 
after having had three abortions, the treatment they 
have prescribed must have been responsible. 

Wall and Hertig examined the material aborted by 
women who had had at least three abortions previously 
and found it identical to the 1,000 specimens Hertig 
and Livingston had examined from women with only 
one or two abortions. There was the same very small 
number of normal pregnancies indicating that in habit- 
ual abortion, as in occasional abortion, something was 
causing abnormal development or death of the embryo 
or chorionic vesicle. 

Too often in looking for a cause of habitual abortion, 
it seems to have been assumed that all abortions in this 
category must be due in all women to a single cause and 
that if it could be found, all could be prevented. One 
can be surprised at the many different forms of treat- 
ment that have been tried and also at the large share 
that have been reported as being about 80 per cent 
successful. This great variation in treatment gives evi- 
dence of how unsatisfactory any course yet recom- 
mended has been in preventing abortion in all women, 
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and suggests that women who seem to abort habit: ..lly 
are actually no different from other women—th. in 
about 15 to 20 per cent of all pregnancies abortion will 
occur regardless of treatment and whether or not tiere 
have been previous abortions. 

Javert in his recent book on abortion wrote, ‘'Vir- 
tually all the recommended methods and remedies have 
yielded a successful outcome in about 80 per cent of 
the patients. Such a phenomenal success obtained by so 
many diverse therapeutic methods and agents, as re- 
ported by numerous physicians in various parts of the 
world, makes one suspect a common denominator in 


all of them, namely, the great power of the placebo.” 


He goes on and reviews some of the medications that 
have been recommended for the prevention of abortion 
through the years. These include: treatment similar to 
that given for syphillis, removal of foci of infection (es- 
pecially tonsils), vitamin E, vitamin K, hormones in- 
cluding thyroid, estrogens, progesterone alone or in 
combination. He concludes that ‘The medical litera- 
ture includes many other time-honored methods of 
treatment, such as thyroid extract, bed rest, sexual 
abstinence, etc. Most physicians use methods that fol- 
low the general therapeutic thoughts of the day, which 
vary according to the geographic location and particu- 
lar needs of their constituents. For example, the use of 
vitamin E in Denmark was fostered by the dairy in- 
dustry of that country; psychotherapy has its widest 
application in New York City ; while puritanical Boston 
and the City of Brotherly Love favor the sex hormones 
and Dublin still clings to antiluetic therapy. Chinese 
acupuncture is used by many doctors all over the 
world, as they set up injection schedules for the giving 
of hormones to their patients.” 

The fact that so many methods of treatment have 
been reported to give about 80 per cent success has led 
some doctors to conclude that there may be no specific 
treatment that affects the course of a pregnancy and 
that whatever effect may be obtained is of psychoso- 
matic origin, as stated in the quotation from Dr. Javert. 
In other words, the patient’s symptoms are allayed by 
the confidence the physician’s words engender when he 
tells her that his treatment will prevent abortion. 

There are also physicians, on the other hand, who 
are somewhat less optimistic about the effect of any 
treatment, even psychosomatic, and point out, like Dr. 
Speert, that in cases where no treatment of any kind 
has been given the outcome is just as satisfactory. 


Preconceptional Care 


The one point on which there is almost complete 
agreement is that when bleeding begins, it is already 
ordinarily too late for any variety of treatment to do 
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much good. To be effective any treatment designed to 
prevent abortion must be instituted before pregnancy 
begins. This means preconceptional care. 

Preconceptional care is a relatively new idea in the 
popular mind. The value of prenatal care in giving an 
infant the best chance of a healthy start in life and the 
mother the best chance of not being injured by a preg- 
nancy, has become generally accepted. Even 50 years 
ago, the first time most women saw a doctor during a 
pregnancy was when the baby was about to be born. In 
some cases, they did not see one at all unless delivery 
was unduly delayed. Today, the value of prenatal ob- 
servation in preventing complications of pregnancy, 
labor and delivery is so well recognized that relatively 
few women fail to consult a physician in early preg- 
nancy. They no longer wait until trouble develops. As 
a result, perinatal mortality—the number of stillbirths 
and deaths in the first week of life—has greatly de- 
creased. 

Preconceptional care has the same relation to pre- 
vention of abortion that prenatal care has to the pre- 
vention of perinatal mortality. To be successful both 
must be instituted before difficulties begin. Dr. Clyde 
Randall of Buffalo voiced this sentiment when he told 
the Medical Society of New York in 1950 that ‘The 
best possible results will be realized only when precon- 
ceptional study and good prenatal management take 
into account the many factors that may predispose the 
individual couple to abortion.” 

More and more attention is being given to the need 
for preconceptional care, and in some places special 
clinics are being established for such a purpose. Some 
doctors, like Aaron and his colleagues, do not refer 
patients to these special clinics until after they have had 
two abortions, while others feel that every woman 
wanting to have children should have a thorough 
examination and the benefit of good medical care be- 
fore first becoming pregnant. 

In 1950, Hughes established a Pre-Pregnancy Diag- 
nostic and Treatment Clinic in Syracuse and has con- 
centrated on women who have had three or more 
abortions. Both they and their husbands are subjected 
to detailed investigations of family tendencies in 
heredity, socioeconomic status, psychologic attitudes, 
diet and nutritional status, history of past and present 
illnesses, general physical state, condition of reproduc- 
tive organs, amount of hormone secretion and vitamin 
intake. 


Indicative of the complex nature of such investiga- 
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tions is the belief of Aaron and his colleagues that such 
diagnostic centers should include a urologist, nutri- 
tionist, psychologist, roentgenologist, pathologist, bio- 
chemist, psychiatric social worker and nurses, as well 
as obstetricians and specialists in internal medicine. 
They say their own program includes consideration of 
anatomic and functional uterine abnomalities, complete 
examination of the husband’s sex organs and sperm, 
genetic evaluation, nutritional survey, sociologic status, 
hormone assays, psychologic tests, etc. 

Dr. Javert points out that an attempt should be made 
to keep even a first pregnancy from ending unsuccess- 
fully. He is a firm believer in the psychosomatic aspects 
of abortion and suggests a ten-point program designed 
to prevent abortion in women who have never been 
pregnant: ‘‘(1) preparation for marriage and parent- 
hood, planned parenthood, preconceptional consulta- 
tion ; (2) happiness through teamwork ; (3) security and 
equanimity; (4) sexual abstinence (twin beds); 
(5) faith, God praise and prayer; (6) early prenatal 
care; (7) adequate nutrition and a high citrus diet; 
(8) vitamin C, P and K supplements; (9) psychoso- 
matic therapy; (10) control of psychic stimuli.” 

Premarital examinations are required in many states 
to determine the possible existence of venereal disease. 
Ideally, all couples about to be married would have a 
real examination that would determine their fitness to 
become parents from both psychologic and physical 
aspects, and which would permit correction of remedi- 
able factors before or soon after marriage. Only in such 
a way can we hope to decrease the number of abortions 
in first pregnancies. 

When a woman has had an abortion, the attempt to 
prevent a repetition should be made before the begin- 
ning of the next pregnancy—not after the symptoms 
appear. Preconceptional care can be expected to de- 
crease the number of abortions, just as prenatal care 
has decreased the number of stillbirths and infant 
deaths. Abnormalities of the uterus may be corrected; 
inadequate thyroid secretion can be replaced; vitamin 
deficiencies can be overcome, etc. It can even be hoped 
that abnormal development of the embryo and its sac 
may be prevented by improving the total health of the 
patient. 

The heartbreak of childlessness because of repeated 
abortions may have an answer. 


A coupon for ordering an extensive bibliography accompanying 
this article may be found adjacent to or near the Index to Advertisers. 
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The family doctor has the hey position in the detection of early cancer, 
and a cancer control program to carry out this responsibility 

can be integrated into a practice without strain. 

There is nothing unusual or startling about a cancer detection 
examination. The fundamentals taught in first-year clinical 
medicine are the basis of the procedure. The components 

of that training are used daily and continuously in practice. 

The difference lies in combining these components into a painstaking, 
systematic physical examination that is part of a deliberately 
planned health-maintenance program. The essential ingredient 

is the firm conviction of the physician that with such a program, 

he can make a real contribution to the control of cancer. 


Cancer Detection in General Practice 


“ROLAND A. LOEB, M.D. 


Lancaster, Pennsylvania 


DISEASE PREVENTION and health maintenance are at 
present very much in the public eye. Mass surveys, 
single and multiphasic screening tests occur with great 
frequency. This has not always been the case. There 
was a time not too long ago, when physicians were 
concerned primarily with the therapeutic aspects of 
medicine. Prevention was a field almost entirely re- 
served to the public health agencies. People visited 
physicians only when they were sick. and after the 
neighbors gave up trying. Then a number of factors 
brought a change to the picture. Voluntary health 
agencies were one of these factors. Their educational 
programs have made the public acutely conscious of 
the importance of early diagnosis. The development 
and refinement of detection tools has been another im- 
portant factor. We can mention the chest x-ray, the 
simple urine-sugar test, and the Papanicolaou vaginal 
smear as outstanding examples. The aging of our pop- 
ulation with its increase in the degenerative diseases is 
equally important. As a result of these and other 
pressures, the general health check-up, the complete 
physical, the prevention examination or whatever you 
want to call it, is being utilized more and more in the 
private office and is an expression of the present-day 
physicians’ and patients’ concern for their health. 
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The problem of cancer embraces both the fields of the 
degenerative diseases and preventive medicine. The 
threat of cancer, with its possibility of mutilation, dis- 
ability and death, has always aroused an emotional 
storm in patients. Its place as the second most common 
cause of death and its rising incidence accentuate those 
fears. 

There is no doubt that the public is more cancer 
conscious than it has ever been before. More and more 
frequently, people who consider themselves well come 
for an examination, asking reassurance that they do 
not have cancer. These people are not cancer phobes. 
In fact only a small fraction can be so designated. The 
majority are people who hope we have something 
positive to offer them to maintain their good health. 
They cannot be dismissed with simple verbal assurances. 

It is almost trite to state that the eventual fate of a 
cancer victim rests, toa great extent, in the hands of the 
first physician he visits. When we further consider the 
protean and innocuous appearance of the first cancer 
symptoms, if by chance there are any symptoms at all, 
it is clear that in the majority of cases, this first phy- 
sician will be the patient’s family doctor. Hence, the 
family doctor can and should play a key role in cancer 
control. 
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The best method of cancer detection is the complete 
physical examination that is supplemented by certain 
laboratory procedures. The usefulness of this method 
has been amply proved by various cancer detection 
clinics, some of which have been operating for more 
than 20 years. 

Those clinics, which led the way in this field, serve 
a useful and vital function as pilot or testing installa- 
tions. But they do not have the time nor the facilities 
to give adequate service to large segments of the popu- 
lation. If we are to do more than give lip service to 
this procedure and bring the advantages of the com- 
plete physical examination to everyone who wishes it, 
we must utilize the services and facilities of the prac- 
ticing physicians, emphasizing primarily the function 
of the family doctor in this effort. 

One of the main reasons why every generalist does 
not make regularly scheduled complete physical ex- 
aminations an integral part of his practice, is the amount 
of time those examinations demand. Fitting such a 
program into a busy practice requires considerable 
planning, but it can be done. 

I have had ten years’ experience in carrying out a 
cancer control program in private practice. The pro- 
gram is based on the principle of the annual complete 
physical examination, emphasizing the application of 
this procedure to the apparently well individual. This 
has found a high degree of patient acceptance, and the 
results are well worth continued effort. 


Scope of Examination 


Since most patients do have symptoms, it is desirable 
to extend the scope of the examination so that it be- 
comes a general health check-up, with tuberculosis, 
diabetes and cardiovascular-renal disease in mind, with 
special emphasis on cancer detection. This is far more 
satisfying to the patient than a single approach and is 
a big factor in the success of the program. 

There are, of course, numerous ways of conducting 
a physical examination. Each physician will work out 
the method best suited to his peculiar needs. The 
procedure below reflects my training at the Strang 
Prevention Clinic, Memorial Center. 

Each new patient is subjected to a careful history; 
this usually requires a half hour, occasionally longer. 
Physical inspection is of the “top to toe” variety with 
close attention to the skin, lymph nodes, breasts, 
genitalia and rectum. Mirror laryngoscopy is of special 
importance. The technique is simple and- should be 
done routinely on all patients. Examination of the 
mouth with the gloved finger rather than a tongue 
depressor is preferable in gently exposing all surfaces 
to view and in a quick search for induration. Since a 
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leukoplakia or ulceration can hide under dentures, 
their removal is insisted upon. 

The female breasts are examined with the patient 
in both upright and supine positions. Pelvic examina- 
tion with the speculum is performed on all non- 
virginal females. It is preferable to do these exami- 
nations about the middle of the menstrual cycle, but 
one should not hesitate to do a pelvic examination in 
the presence of abnormal bleeding. 

Papanicolaou vaginocervical smears are done rou- 
tinely on all females except children. Getting the 
specimen is a very simple procedure and takes only 
about a minute. 

An electrocardiographic tracing is done on all pa- 
tients. Until recently, fluoroscopic examination of the 
chest was included in the examination. However, in 
view of the recent reports concerning the radiation 
hazard, this has been discontinued, and a P-A chest 
film by an outside radiologist is used instead. 


AGE DISTRIBUTION—643 PATIENTS 


Figure 1. Age distribution and symptomatology of 643 patients at 
the time of the initial examination. The chart illustrates the appeal 
of this type of cancer control program to younger adults. This is par- 
ticularly noticeable in the asymptomatic patients. 
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DIAGNOSES—ASYMPTOMATIC GROUP 
(348 PATIENTS 


Figure 2. This chart illustrates the tremendous importance of thor- 
ough examination of apparently well individuals. Almost half in 
this series had demonstrable organic disease and four had cancer. 


“DIAGNOSES—SYMPTOMATIC GROUP 
“495 PATIENTS 


Figure 3. While special emphasis is placed on the detection of cancer, 
the examination procedure must be broad enough to cover the other 
major disease entities. Half the patients in this group had nonma- 
lignant organic disease. 
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Laboratory Studies 


Laboratory studies include hemoglobin and hic ina- 
tocrit determination, white blood cell count wit! dif- 
ferential, sedimentation rate, postprandial blood sugar, 
complete urinalysis and Papanicolaou vaginal smear 
on females. The VDRL is performed during the course 
of the first examination but is not repeated. 

Special emphasis is placed on proctoscopic exami- 
nations in all patients with lower bowel symptoms, 
no matter how slight. These include changing bowel 


habits, bleeding, hemorrhoids or pain. The impor- 


tance of this is highlighted by a recent study at Strang 
Prevention Clinic where proctosigmoidoscopy is done 
routinely. It was found that less than 10 per cent of 
early bowel lesions were within 8 cm. of the anal 
opening. For early rectal cancer, the old adage that 
75 per cent of the cancers are within reach of the 
searching finger does not hold true. The 25-centimeter 
proctoscope is becoming a more familiar occupant of 
the general practitioner’s instrument cabinet. 

Proctosigmoidoscopy requires special training in 
order to use it safely, for bowel perforation is a possi- 
bility. However, the results well repay the time and 
effort involved. Results are satisfactory in preparing 
patients with milk of magnesia the night before and a 
packaged enema one-half to one hour before exami- 
nation. The ease and comfort of this type of prepara- 
tion has made the examination much more acceptable 
to patients. The knee-chest position is used whenever 
possible on the regular examining table. In an early 
series of 35 such examinations, six unsuspected rectal 
polyps were discovered. These are considered by 
many to be potentially malignant and one of these did 
prove to be an early adenocarcinoma. 


Which Patients? 


The next question is which patients should have this 
type of examination. Ideally each patient should be 
studied in this manner, but in the average practice 
this is not feasible. A good rule is to do a cancer detec- 
tion examination on (1) all apparently well people of 
any age who request it; (2) all patients over the age 
of 35 years; (3) all patients whose diagnosis is not 
obvious, and (4) all patients whose response to initial 
treatment is not prompt and satisfactory. 

Another question that arises is how often the exami- 
nation should be repeated. I believe that the routine 
cancer detection examination should be repeated 
annually, with interval history. In addition, all women 
over 35 years of age should have a breast and pelvic 
examination every six months. Patients who have been 
treated for cancer, in addition to the above, are fol- 
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jowed each month for the first six months, bimonthly 
for the next six months, quarterly for the second year 
and every six months thereafter. For obvious reasons 
we never discharge a patient who has had cancer. 
When you recall that people who have had one 
cancer have increased susceptibility to another, such 
close and continuous follow-up requires no apology. 


Results 


Admittedly this is a lot of work and effort. Is it worth 
it? Do the results justify the effort? I think so, and will 
present for consideration the results of detection ex- 
aminations on 643 patients. Unless specifically noted, 
the results are those of initial examinations. These 
cover an 11-year period from 1947 to 1958. 

There were 643 initial examinations, 593 re-examina- 
tions at one year, and 110 re-examinations at six 
months, or a total of 1,346. There were 484 women 
and 159 men; 499 married, 92 single and 52 widowed, 
divorced or separated. The age distribution followed 
the usual trend of general practice with 402 (64 per 
cent) between the ages of 20 and 59 years (Figure 1). 
The great majority (495) had symptoms in the sense 
that any complaint was considered to be a symptom. 
One hundred forty-eight patients declared themselves 
perfectly well at the time of examination. 

Although the 20-59 year group comprised a bit more 
than 60 per cent of the whole, 78 per cent of the 
asymptomatic patients fell in this same group. In the 
asymptomatic group, 88 had no disease, 56 had non- 
malignant disease and four had cancer (Figure 2). In 
the symptomatic group, 131 had no disease, 100 were 
diagnosed psychosomatic, 243 had other nonmalignant 
disease and 21 (4.2 per cent) had cancer (Figure 3). 

The 25 cancers found in the study group are of prime 
interest. All, of course, were proved by biopsy or sur- 
gical section. Of these,-20 were found during the course 
of the initial examination and five at the time of a re- 
examination. There were eight cases of lower bowel 
cancer, three of the uterine cervix, three of the uterine 
fundus, three of the breast, and one each of the urethral 
meatus, lung, pancreas, bladder and stomach. There 
was also one example of each of the following: multiple 
myeloma, lymphoblastoma and fibrosarcoma. Of the 
group, 12 are dead, 12 are living without signs of re- 
currence and one is living with disease. Of the living, 
it is of interest to note that only two delayed as much 
as one year before seeking help, the majority coming 
for examination shortly after onset of symptoms. It is 
also important to note that more than 30 per cent of the 
cancer patients were under the age of 50, and 20 per 
cent were less than 40 years old at the time of dis- 
covery (Figures 4, 5 and 6). 
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SUSPICION POINTER—EXAMINATION 


Site 


Sex/ 
Age 


Ca breast 
Ca breast 
Ca breast 
Ca colon 
Ca colon 
Ca colon 
Ca colon 
Ca colon 


Ca pancreas 


Fibrosarcoma 


F/59 
F/33 
F/70 
F/55 
F/70 
M/72 
M/86 
F/71 


Ca uterine fundus F/55 
Ca uterine fundus F/73 


F/75 


Lymphoblastoma F/43 


F/31. 


Duration 
of Symptoms Follow-Up 
Lump 6 months Dead 21 months 
Lamp 2 weeks Living 2 years 
Lump 1 day L & W 2 years 
Diarrhea 1 month L & W 10 years 
Pain 2 weeks L & W 2 years 
Pain 1 year Dead 1 month 
Bleeding 1 year Dead 1 year 
Weakness 2 years L & W 2 years 
Pain 2 months Dead 6 months 
None L & W 4 months 
Jaundice 2 weeks Dead 7 months 
Swollen neck 4 years Dead 4 months 
Abdominallump L & W7 years 
1 day 


Figure 4. Careful history and physical examination alone aroused 
suspicion of cancer in more than half the cancers found in the study 


group. 


SUSPICION POINTER—VARIOUS 


3 Sex/ Duration of Suspicion 

Site Age Symptoms Pointer Follow-Up 

Carcinoma F/65 Diarrhea Proctoscopic Dead 

5 Rectum 2 weeks 9 months 
Carcinoma M/49_ Bleeding Proctoscopic L & W 

by Rectum 1 year 6 years 
Carcinoma M/73 Hematuria Urinalysis L&W 

3 Bladder 4 months 6 years 

Multiple Pain History Dead 

Myeloma 1 year 6 months 
Carcinoma M/75 Constipation History Dead 

< Colon 2 years 5 years 
Lymphoma F/57 Pain X-ray Dead 

I. Stomach 1 year 18 months 


Figure 5. Chart anailan vari 


tous aspects of the detection ex- 


amination which led to the diagnosis of six of the cancers found. 
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SUSPICION POINTER—CYTOLOGY 


Site 


Sex/ Duration 


Age of Symptoms Follow-Up 


Ca cervix in situ 


Ca cervix in situ 


Ca cervix invasive 


Ca urethral meatus 


Ca uterine fundus 


Ca lung 


F/37 L&W 


10 years 
L&W 

7 years 
Dead 

2 years 
L&W 

2 years 
L&W 

1 month 
Dead 

10 months 


None 
F/41 Bleeding 


1 month 


F/33 None 


F/64 None 


F/57 Bleeding 


1 week 
Cough 
1 year 


M/58 


DISEASE 


Figure 6. Exfoliative cytology as developed by Papanicolaou plays a 
prominent role in the detection of early uterine cancer. It is of value 
also in the diagnosis of lung cancer. Twenty-five per cent of the 
cancers in this series were picked up by the cytologic test. 


FOUND IN ASYMPTOMATIC GrouPp— 


148 PATIENTS 


MALIGNANT 


POTENTIALLY MALIGNANT 
Cervical erosion 
Endocervical polyp 
Breast adenoma 


OTHER 


Essential hypertension 


Diabetes 


mellitus 


Secondary anemia 
Latent syphilis 
Mitral stenosis 
Miscellaneous 


Figure 7. Major diagnoses made in asymptomatic group. 
The charts show clearly that simple examination 


or history aroused the suspicion of a cancer in 14 
patients—more than one-half of the group. Suspicion 
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arose in 13 by inspection. In six, cytology gav« the 
clue, and history, proctoscopy, urinalysis and \-ray 
uncovered the rest. In addition, in the symptomatic 
group, 23 benign tumors were found. 

The best argument for extending these examinations 
from cancer detection alone into a general health 
check-up can be seen in the list of other diseases 
found (Figures 7 and 8). There were 55 unsuspected, 
potentially malignant cervical erosions and endo- 
cervical and rectal polyps. There were six cases of 
latent syphilis, seven diabetics, one case of pernicious 


anemia and three peptic ulcers. 


Special attention is directed to the 148 patients who 
considered themselves perfectly well. It will be noted 
that four had cancer. All four are living and well. More 
than a third (56) had unsuspected organic disease, 
including 18 potentially malignant conditions. ‘These 
are the very people that tend to be neglected in office 
practice. This emphasizes without question that the 
well individual deserves assiduous attention, whether 
in a search for cancer in particular or for disease in 
general. One in a hundred harbors an unsuspected 
cancer and many more have other organic diseases, 
often in a stage amenable to satisfactory control. 


Exfoliative Cytology 


The role of cytology in these examinations warrants 
re-emphasis. In this group, six of the 25 cancers were 
diagnosed because cytology gave the first evidence. 

Since the development of cytologic techniques by 
Papanicolaou and Traut in 1943, they have been 
amply proved to be a most reliable procedure, capable 
of detecting cervical cancer prior to any signs or 
symptoms, and have come to be considered an es- 
sential part of a pelvic examination. Just as the 
consensus is that no examination of the female is 
complete without a pelvic, no pelvic is complete with- 
out a vaginocervical smear. The smear will not make 
the diagnosis, only the biopsy is definitive. But it 
will detect those early cancers you would not ordi- 
narily biopsy. The smear is simple to perform in any 
physician’s office. Like the x-ray, it must be inter- 
preted by an expert. Reliable cytology laboratories 
are available throughout the country. Any physician 
can, by mail, get prompt cytologic service. 


Conclusion 


Only a Pollyanna would consider this the final 
answer tothe problem of cancer. On the other hand, we 
should not be unduly swayed by the Cassandras who 
point to the number of people in the country and the 
relative scarcity of physicians. Imperfect thoug): it 1s, 
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the complete physical examination combined with the 
use of a few instruments is the best cancer detection ‘ 
method we have to offer today. Fully utilized, it is FOUND IN SYMPTOMATIC 
an effective method. The general practitioner is fully 49S PATIENTS 
equipped and competent to carry out this procedure, - 
and he should make wide use of it. The thorough 
examination you unhesitatingly do on a patient with 
obscure symptoms should also be offered to the pa- See Sa 
tient who is apparently well—offered not once, but & Endocervical polyp 
on a continuing basis. The family doctor, once his : Rectal polyp 
examination has aroused suspicion or certainty of ee 
cancer, can then, with little or no delay, enlist the + Fibroinyoma uteri 
specialist services that are essential to bring about | Thyroid adenoma 
definitive diagnosis and treatment. In addition, the i Ovarian cyst 
discovery of unsuspected nonmalignant disease which ; 
these examinations bring to light has great importance. 
There is no group, clinic or organization that has 
the possibility of adding so much to cancer control 
as all the family doctors doing detection examinations 
in their private offices. 


POTENTIALLY MALIGNANT 


Peptic ulcer 


Primary pernicious anemia 
I am indebted to Emerson Day, M.D., chief, Department of 


Preventive Medicine, Memorial Center for Cancer and Allied 
this manuscript and to the Art Department, Memorial Center, for 
making the figures used in this paper. Figure 8. Major diagnoses made in symptomatic group. 


Cigarettes and Coronary Disease 


‘THE DIFFERENCE in mortality between cigarette smokers and nonsmokers at different ages 
varies from one to seven excess deaths from coronary heart disease per 1,000 men per year.— 
R.W., er av. Circulation, 18:1085, 1958. 
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Enuresis in Children 


HARRY BAKWIN, M.D. 


Department of Pediatrics 
New York University 
Bellevue Medical Center 
New York, New York 


Enuresis refers to habitual bed-wetting, sometimes 
accompanied by diurnal dribbling. This common 
affliction is an “‘inborn’’ problem—usually disap- 
pears in adolescence, to be replaced by urgency of uri- 
nation. Treatment depends upon good counseling 
of parents and child, use of certain drugs (notably 
belladonna), and use of a conditioning device that 
rings a bell when the child begins to wet the bed. 


EnvrgEsis is one of the commonest afflictions of child- 
hood. About 15 per cent of children wet the bed. The 
percentage is even greater in less-favored socio- 
economic groups where inaccessible toilets, poorly 
developed habits of cleanliness, cold apartments and 
fear of going to a toilet are considerations. Enuresis is 
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a problem not only for the family, but for institutions 
of child care, summer camps and, at a later age, arniies, 


Symptoms 


The term enuresis should be restricted to children 
who wet the bed regularly, night after night, week after 
week, year after year. The wetting not infrequently seen 
in young children, 3 to 4 years of age, following birth 
of a sibling, is a transient phenomenon. It is an aspect 
of regressive behavior and is accompanied by other 
behavioral changes, such as wanting to suck at the 
mother’s breast or the bottle, wanting to wear diapers, 
wetting and soiling while sitting in the mother’s lap. 
It lasts a short time and subsides spontaneously. 

About 40 per cent of enuretics wet themselves dur- 
ing the day. The amount is usually small and the 
wetting inconstant, but some youngsters wet profusely. 
Dribbling is not uncommon. 

Day wetting without night wetting is rare. It occurs 
in children who are too shy to ask permission to leave 
the classroom, or who are not allowed to leave. At 
night they do not wet because they get up and go to 
the toilet. 

Urgency is a prominent symptom of the enuretic 
makeup. It may be marked or mild, but it is always 
present. Indeed there are children, carefully reared in 
habits of cleanliness, who have urgency but do not wet 
themselves. They get up at night to void, have to leave 
the classroom to urinate, rush home after school in 
acute distress until they void. In many instances 
urgency is accompanied by frequency, but this is not 
invariable. 

Enuretics ordinarily give a history of never having 
achieved normal urinary control. The history may be 
confusing, since parents not infrequently state that the 
child was dry until 5 or 6 years of age and only then 
began to wet. In most of these cases’ questioning will 
reveal that the children had been previously picked 
up during the night and placed on the toilet; when 
they are no longer picked up, they wet. In other 
instances the child may himself have awakened and 
gone to the bathroom; when he stops waking during 
the night, he wets. 

A history of bed-wetting by the parents and some of 
the siblings of enuretics can usually be obtained. 
Parents, when asked about enuresis in their own child- 
hood, are often evasive and say they cannot remember. 
A little persistence will usually elicit the truth. A his- 
tory of urgency in the parent is generally readily 
obtained. 

As a rule, enuresis, when untreated, persists into 
the adolescent years and then subsides spontaneously. 
Urgency, however, usually remains throughout life. 
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The intensity varies. It may be severe. One mother 
described her husband’s reaction as, ‘When he has to 
go, he’ll knock you down if you get in his way.” In 
other instances, there is only an exaggerated response to 
situations which produce increased bladder sensitivity 
innormal individuals— excitement, cold, damp weather. 
Usually it is well marked. Sometimes there is also 
nocturia and, in a small number of cases, the enuresis 
continues during adulthood. Occasionally there are no 
residua in adult life. 


Etiology 


Enuresis is an inborn deviation as indicated by the 
high incidence of cases in the immediate family and in 
the near relatives. There are numerous reports of uro- 
genital abnormalities in enuretics, as revealed by 
cystoscopy, but the significance of these findings is not 
clear. Most sudies have been made in children in whom 
enuresis was resistant to ordinary methods of treatment 
or in adults with persistent enuresis. 

There is no reason to believe that the basis for 
enuresis is emotional. Though most children are dis- 
turbed by their deviation, the emotional reaction is 
usually not severe. By contrast, children with reading 
disability, another inborn abnormality, are greatly dis- 
turbed. The emotional reaction of the enuretic to his 
symptom is influenced by the parent’s attitude. Scold- 


ings, shamings, threats, punishments certainly affect 
the youngster adversely but, even in the most favorable 
home environment, an intelligent child will appreciate 
that he is different from other children and will suffer 
accordingly. 


Treatment 


Interview with Parent and Child. An essential first 
step in the treatment of enuresis is to rid the parents— 
and the patient—of false ideas about this everyday 
problem. Discussions with the parents are designed to 
inform them about the nature of enuresis and about the 
futility and possible ill effects of undesirable attitudes. 
The parents should know that enuresis is an inborn 
deviation, inherited from one or both of them. The 
wetting is involuntary and no fault of the child’s. 
Punitive attitudes, such as shamings, scoldings, threats, 
deprivations, spankings, are useless and may be harm- 
ful. Such approaches make the youngster feel unhappy, 
ashamed, fearful, inadequate, anxious. They may in- 
tensify the wetting by unduly agitating the child, by 
rousing his negativism and, at times, by making him 
resistant and balky. It is surprising how little under- 
standiny is shown by some parents who have them- 
selves been enuretic in childhood. 
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Unfortunately many parents have the idea that this 
everyday problem is a symptom of an emotional dis- 
turbance. Consequently, to the burden of washing 
extra sheets, are now added feelings of guilt. The par- 
ents believe that, somehow, they have produced a 
problem child. They believe, further, that since the 
symptom is simply an overt manifestation of a deep- 
seated personality disorder, its removal will cause the 
child to go on to seek other ways of expressing his 
emotional dissatisfaction. 

There is no evidence for that attitude. On the other 
hand, there is much evidence that enuresis in children 
is primarily an inborn deviation without a psychiatric 
basis. 

Explanations to the parents are best given in the 
presence of the child. His active participation in any 
line of treatment is essential. It is therefore helpful 
that he have some understanding of the nature of his 
ailment. Since suggestion is a potent weapon in the 
management of enuresis, the child should be repeatedly 
assured that he can be helped. Conversations with 
the child should be directed toward building up his 
self-confidence and ridding him of feelings of hopeless- 
ness, shame and guilt. By relieving him of the burden of 
parental disapproval and, at the same time, giving him 
some understanding of the mechanism of his difficulty, 
nervous tension, which increases bladder irritability, is 
lessened. During treatment, discussion at home about 
the wetting should be limited to occasional encourage- 
ment and reassurance as improvement progresses. 

Belladonna. Of the many drugs that have been used 
in the treatment of enuresis, the only one that has 
survived is belladonna, first introduced for this purpose 
by Bretonneau. It is of benefit, if not curative, in the 
large majority of cases. Its favorable action is dependent 
on inhibition of the detrusor muscle which is inner- 
vated by the parasympathetic nervous system. 

Belladonna, in order to be effective, must be given in 
large doses. One may safely start with 5 drops of 
tincture of belladonna (1 drop is equivalent to 44,000 
gr. or 0.02 mg. of atropine) three times a day for a 
5-year-old child, and increase the dosage by 3 drops 
each day (1 drop each dose) until distinct improvement 
in the urinary symptoms or flushing of the skin ap- 
pears. It is usually possible to give children with 
enuresis large doses, up to 20 to 30 drops, three times 
a day. No improvement is to be expected until the 
dosage reaches between 10 and 15 drops. The first 
favorable effect is a lessening of the urgency and fre- 
quency during the day and then a decrease in the 
amount of urine voided during the night. Belladonna 
should be continued for eight to ten weeks after the 
enuresis has ceased in order to permit the habit of 
voluntary control to become established. 
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Belladonna, by relieving the urgency and 
frequency, makes the patient more confident of 
his ability to control the urinary function. In 
this way the agitation and fear that intelligent 
children feel are relieved, and a strong psychic 
factor in the mechanism is lessened. To de- 
crease the likelihood of developing tolerance, 
the drug should be omitted one day a week. 
The child should sleep in a warm bed. 

Other Drugs. Amphetamine is useful in the 
treatment of enuresis when the child is mark- 
edly overactive or when much anxiety is pres- 
ent. The drug is given to the child once a day 
on rising. The initial dose is 5-mg. a day. 

Reports on the use of chlorpromazine are 
conflicting. We have not found it effective. 

Conditioning. A conditioning device consist- 
ing of a pad attached to a bell which rings as 
soon as the youngster starts to void has been 
widely used in recent years. Seiger has reported 
almost 90 per cent cures with such an appa- 
ratus and others have had similar success. It is 
the most effective method of treatment at 
present available. 

Results are usually obtained in a few days. 
In some instances the enuresis recurs and the 
conditioning apparatus must be used again. It 
should be used only in children who are old 
enough to comprehend what is being attempted 
and who are willing to cooperate. 

Behrle, Elkin and Laybourne found the con- 
ditioning apparatus effective in eliminating or 
greatly improving the enuresis in 15 out of 20 
children, regardless of the emotional status 
before treatment. They observed no significant 
undesirable emotional effects as a result of 
therapy. 

In diurnal enuresis, when the ammoniacal 
smell becomes offensive, rinsing the child’s 
underclothes in a saturated solution of boric 
acid or other antiseptic is helpful. 

When general treatment is unsuccessful, the 
child’s history should be reviewed. If emotional 
factors are found prominent, it may be neces- 
sary to enlist the aid of a psychiatrist. If there 
is a reason to suspect urogenital disease, a 
urologist should be consulted. Satisfactory re- 
sults have been reported following urethral 
dilatation. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to or near the Index to Adver- 
tisers. 
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Figure 1. Right upper lobe density with regional enlargement of the 
mediastinal nodes due to bronchogenic carcinoma. 


Bronchogenic Carcinoma 


SOL KATZ 
Associate Editor, GP 


‘THE ROENTGEN PATTERNS in bronchogenic carcinoma 
are not completely diagnostic and are certainly varied. 
However, several findings should arouse the suspicion 
of carcinoma. 

In general, three groups of roentgen lesions are 
seen. There are those due to the tumor itself in which 
the lung parenchyma is replaced by malignant tissue. 
This form appears as a dense mass with or without 
sharp margins located near the hilum. There may be 
linear lymphatic extensions from the tumor toward 
the hilum which may or may not be enlarged. The 


Figure 2. Circumscribed density in the right mid-lung field due to 
solitary bronchogenic carcinoma. 
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Figure 3. Obstructive emphysema of the left upper lobe and enlarge- 
ment of the left hilum caused by bronchogenic carcinoma. 


solitary carcinoma is a special form of parenchymal 
carcinoma located in the peripheral lung fields which 
assumes a circumscribed spherical appearance. This 
form of carcinoma often does not cause symptoms and 
therefore masquerades as a benign lesion. Necrosis of 
the parenchymal mass leads to cavity formation with 
thick, scalloped walls. 

In the second variety of roentgen configuration, the 
carcinoma itself doesn’t make the only contribution to 
the x-ray appearance. In these cases, the secondary 
manifestations of bronchial obstruction constitute the 
major findings. Atelectasis and localized emphysema 
of segment, lobe or lung are the types of configurations 
due to complete or partial bronchial obstruction. 
Bronchial obstruction also leads to infection in the 
lung distal to the point of obstruction. Such infection 
may vary from a low-grade pneumonitis to a fulminant 
lung abscess. Atelectasis and localized obstructive 
emphysema caused by carcinoma have the same ap- 
pearance roentgenographically as those resulting from 


Figure 5. Atelectasis and infection in the right upper lobe secondary 
tocomplete obstruction of the right upper lobe bronchus by carcinoma. 


Figure 4. Lung abscess in left upper lobe caused by bronchial obstruc- 
lion from a carcinoma, 


any type of bronchial obstruction and the final judg- 
ment as to etiology should not be based on the x-ray 
changes alone. Bronchogenic carcinoma should be 
excluded as the etiology of every lung abscess in an 
adult. Partial bronchial obstruction may result in 
localized overdistention of the lung due to trapping 
of air beyond the obstruction. 

The third form of roentgen configuration is due to 
metastases. Metastases to the hilar nodes may cause 
unilateral or even bilateral enlargement of the hilar 
nodes without the tumor itself being seen either be- 
cause the primary lesion is small and doesn’t interfere 
with bronchial drainage or the massive nodes obscure 
the density caused by the parenchymal malignancy. 
The hilar mass of nodes may be convex and sharply 
defined or the outer margin may be irregular with 
radiating striations extending into the lung field. 
Other varieties of metastases recognizable on the chest 
roentgenogram include pleural effusion, bone destruc- 
tion and single or multiple pulmonary metastases. 


Figure 6. Unilateral enlargement of the right hilar lymph nodes 
due to bronchogenic carcinoma. 
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Insulin, Sulfonylureas 
and the Diabetic Patient 


E. A. HAUNZ, M.D. 


Department of Internal Medicine 

Grand Forks Clinic 

And University of North Dakota School of Medicine 
Grand Forks, North Dakota 


‘THE TREATMENT OF DIABETES has long been character- 
ized as a triad of diet, insulin and exercise. It is now 
necessary to add a fourth factor—sulfonylurea com- 
pounds. Unlike most diseases, the treatment of dia- 
betes is so complex, so individualized and so contro- 
versial that even Joslin’s time-honored text cannot be 
all-inclusive in its 745 pages. No two diabetes special- 
ists treat the disease in identical fashion. All this leads 
to a very pardonable confusion among physicians in 
general practice. 

Much of this apparent confusion can be resolved if 
one visualizes competent diabetes therapists as com- 
prising three basic sects of clinicians who have been 
termed the “Purists,” the “Middle of the Roaders,” 
and the “Free Dieters,” respectively (Table 1). Cogent 
arguments and impressive statistics have been ad- 
vanced to support each of these three schools of 
therapy by the respective proponents. 

This academic dispute will no doubt be unresolved 
until enough time elapses conclusively to establish the 
ideal therapeutic approach. Meanwhile, it does seem 
reasonable to assume that all three approaches cannot 
possibly be right. If the so-called “Free Dieters” are 
correct, the therapy of uncomplicated diabetes almost 
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In the therapy of diabetes, a compromise betwee the 
extremes of austerity and freedom ts the most /ogi- 
caland successful approach for the average patient. 
Physwians implementing this school of therapy have 
been termed ‘‘Middle of the Roaders,’’ and the in- 
dications for management of the individual patient 
with diet, insulin or oral sulfonylurea drugs are 
based upon this moderate approach. Systematic pa- 

tient analysis in terms of age, duration of the di- 
sease, metabolic stability, weight and the presence 

or absence of complications is considered a prime 

requisite to planning competent therapy. Sound 

criteria for successful control of diabetes must be 

adopted, and the proper indications and contrain- 

dications for the use of insulin and sulfonylurea 

drugs must be understood in the light of our present 

limited knowledge. The physician should have cau- 

tious optimism toward oral hypoglycemic agents as 

they presently exist, and should maintain a vener- 

able respect for insulin. 


eliminates the need of a physician except when acidosis 
or coma supervenes. If the “Purists” are correct, the 
majority of insulin-taking diabetics must endure a life 
of more or less slavery to their disease. It is the gen- 
eral physician’s privilege to adopt whichever one of 
these three schools of therapy he prefers, but he should 
have the courage of his conviction and adhere to the 
principles he has adopted. 

It will become obvious upon reading further that 
the views expressed here are in conformity with the 


**Middle of the Roaders.” 


Classification of Patients 4 


About 50 per cent of all diabetics can be satisfactorily 
controlled by dietary restriction alone. The remainder 
require insulin or sulfonylureas in addition to diet. 
Between these two groups, depending upon the strict- 
ness of criteria for control, there remains a “twilight 
zone” of patients whose therapeutic requireménts 
vacillate between simple dietary control and the need 
for insulin (or sulfonylureas). 

When the diabetic patient presents himself initially, 
the physician should proceed as rapidly as possible to 
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classify his particular case with respect to the follow- 
ing: 

1. Age of the patient. 

2. Known duration of the diabetes. 

3. Weight of the patient (normal, overweight or 
underweight). 

4. Stability of the diabetes (stable, unstable or 
“brittle’’). 

Obviously such an orderly routine of patient evalu- 
ation is a prime requisite to competent therapy. From 
infancy to old age there may be capricious variations 
in the nature of diabetes, not only among different 
patients, but indeed within the individual patient. For 
this reason, each of the above factors or combinations 

* thereof will be discussed in some detail. 

Age of the Patient. It is well known that the earlier 
in life the disease manifests itself, the greater the 
tendency to metabolic instability and so-called “brittle” 
diabetes, although exceptions to this are not rare. In 
very young children, diabetes occasionally seems to go 
into remission, and insulin can be discontinued for a 
time without precipitating hyperglycemia. Since this 
isalways a transient phenomenon, it would seem wisest 
to follow the advice of Joslin who states that “insulin 
should be administered to all diabetic children con- 
tinuously from the recognition of the disease.” 

In middle age and in the elderly, diabetes is usually 
milder and more stable, provided the disease developed 


after the age of say 30 years. Such cases are termed 
maturity-onset diabetics. So-called “‘brittle”’ diabetes 
is nevertheless occasionally seen in this age group. 

Known Duration of the Diabetes. In general, the 
longer the duration of diabetes, the greater the likeli- 
hood of degenerative complications, especially in the 
juvenile form. Thus, degenerative vascular lesions are 
apt to be present after 15 years. Prior to this, skin 
lesions, hepatomegaly, cataracts and neuropathies are 
apt to occur. 

Weight of the Patient. In the adult, there is generally 
a linear relationship between obesity and the degree 
of impairment of glucose tolerance. Often diabetes 
appears to be totally reversible with adequate weight 
loss. Certainly thousands of obese diabetics are cur- 
rently taking insulin or tolbutamide when in all likeli- 
hood neither therapeutic agent would be necessary if 
adequate weight reduction were accomplished. In 
these cases the disease has been aptly termed lipople- 
thoric diabetes by Lawrence. They stand in sharp con- 
trast to insulin-deficient diabetics, whose disease be- 
gins in childhood, youth or under the age of 40 and 
who invariably require more or less insulin throughout 
their lives. 

Stability of the Diabetes. The term “brittle,” coined 
by Woodyatt many years ago, is admittedly most un- 
scientific but is still commonly employed to character- 
ize the most frustrating of all patients with diabetes. 


2 BASIC PRINCIPLES OF THE THREE SECTS OF CLINICIANS 
 ADVOCATING FIXED PROCEDURES FOR DIABETES THER APY* 


* Purists” "Middle of the Roaders” 


“Free Dieters” 


1. No sugar, diet carefully calcu. 1: No sugar, diet with shout 200 Gm, 
of carbohydrate, adequate protein, 
maintenance of ideal weight and 


lated and measured (or weighed) 
with adequate maintenance 


. Normal blood sugar constantly average fat 


maintained Norma! blood sugar levels insofar as 
possible, at least at intervals during 


_ 3. Glycosuria completely checked 
the day 
4. This may be regarded’as a tem- 

porary Measure or a permanent 


. Most specimens sugar free, some at 


. Carbohydrates, including sugar, 
as desired, unmeasured diet and 
maintenance or gain in weight 


2. Blood sugar levels disregarded 


. Glycosuria disregarded, provided 
no symptoms of diabetes are pres- 
ent 


. One dose of long-acting insulin 


lee times containing sugat, bur no more : 
than 10-20 Gm. in 24 hours 


. Avoidance of hypoglycemic reac- 


. Strict avoidance of ketonuria 


H. O.: Management of Diabetes Mellitus: An Analysis-of Present-Day Methods of Treatment. Ann. Int. Med. 
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The best efforts of the keenest therapists are con- 
stantly thwarted by such a patient whose life is a 
vicious pendulum swinging between the emotional ex- 
tremes of discipline and license, of hope and futility, 
of resignation and rebellion (Figure 1). This occurs 
because all attempts to prevent extremes of severe 
hyperglycemia (with or without ketosis) and hypo- 
glycemic shocks are met with petty success at best. 

It is indeed a naive if not conceited physician who 
thinks he can completely conquer this therapeutic 
challenge by any or all of the approaches presently 
known. 

Likewise it is the physician, rather than the patient, 
who exhibits frustration in condemning all such pa- 
tients as “uncooperative,” “cheaters” or simply dere- 
lict in self-management. 

The typical “brittle” diabetic is most commonly en- 
countered among juveniles who in later life frequently 
become quite stable, although (as previously stated) 
adults at almost any age may be “brittle” from the 
onset of their disease or may undergo transition into 
this type at any time for no apparent reason. In all 
these patients, insulin becomes a double-edged sword 
which often lashes back at the patient inflicting 
severe hypoglycemic shocks. 


Criteria for Control 


Having classified his patient on the basis of tiese 
four characteristics, the physician should then formu- 
late his criteria for good control of the diabetes. In 
the individual case, the “Middle of the Roaders’” 
standards of good control can be fulfilled by one of 
the following regimens: 

1. A “qualitative” diet (simple restriction of sugar 
alone). 

2. A “quantitative” diet (food measured to meet 
caloric needs, and carbohydrate, protein and fat con- 
tent distributed as desired by the clinician). 

3. A “quantitative” diet plus insulin or sulfonylurea 
drugs. 

A “‘qualitative”’ diet is obviously all that is necessary 
when the patient is not overweight, exhibits only 
occasional glycosuria and has nearly normal fasting 
and postprandial blood sugar levels despite a defi- 
nitely impaired glucose tolerance test. Such patients 
should test the urine at least once daily (with Clinistix 
or TesTape) and report for a postprandial blood sugar 
determination perhaps once every three months (or 
sooner if glycosuria worsens). 

No insulin should be administered to any patient 


TOXICITY OR SIDE EFFECTS OF HYPOGLYCEMIC AGENTS 


Tolbutamide (Orinase) 


Chlorpropamide (Diabinese) 


Insulin 


1. Hypoglycemia (usually mild) 
2. Headache 

3. Nausea, vomiting 

4. Epigastric discomfort 

5. Skin rash 

6. Jaundice 

7. Transient disturbances in liver 


function 


. Headache 


. Skin rash 


Dizziness 


. Weakness 


. Jaundice 


8. Leukopenia, granulopenia 
9. Alcohol intolerance 
10. Pseudoalbuminuria 
11. Weakness 
12. Paresthesia 
_13, Tinnitus 


— 
© 


. Eosinophilia 


14. Long-term toxicity? 


. Hypoglycemia (prolonged) 


. Nausea, vomiting 


. Epigastric discomfort 


. Lymphocytosis 
. Thrombocytopenia 
. Prolongs action of barbiturates 


1. Hypoglycemia 
2. Skin rash (rarely generalized) 


3. No long-term toxicity 


. Transient hyer dysfunction 
. Leukopenia, granulopenia 


. Long-term toxicity? 
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who is significantly overweight, whose fasting and post- 
prandial blood sugar values are not excessively high, 
and who is devoid of any clinical or laboratory evidence 
of ketosis. The same holds true with respect to an oral 
hypoglycemic agent. Either drug is likely to enhance 
the appetite of the obese patient and create a sense of 
false-security to the effect that “‘all is well” and that 
obesity can be ignored. Whether or noi the patient 
cooperates in successful weight reduction, he must be 
kept under close scrutiny for evidence of ketosis or an 
unexpected exacerbation of the diabetic state. 

One of the most effective approaches to enlist the 
cooperation of the obese diabetic is to show him weight 
and blood sugar charts of patients who have success- 
fully lost weight, with resultant mitigation of the dia- 
hetic state to almost nil (Figure 3). If such a patient has 
been taking insulin, it is sometimes strategic to make 
him continue administration of a minute, ineffective 
daily dose to inspire cooperation in weight reduction 
on the assumption that part of his reward will be to 
abandon the needle. However, a reduction diet is 
rarely successful if the patient is not also required to 
weigh in frequently at the doctor’s office. 


The Use of Insulin or Oral Hypoglycemic Agents 


The decision to use insulin or oral sulfonylureas in 
addition to a quantitative diet in any case of diabetes 
with normal or substandard weight is based on a log- 
ical, common sense analysis of the patient. In our 
clinic, insulin (or a sulfonylurea) is indicated arbitrarily 
inany diabetic patient when: 

1. The fasting and postprandial blood sugar levels 
exceed 150 and 200 mg. per 100 ml., respectively, with 
any degree of glycosuria. 

2. The patient exhibiting such blood sugar levels 
“feels better” on insulin which effects a lowering of 
such blood sugar values to nearly normal without 
hypoglycemic reactions. 

3. The patient, though obese, exhibits polyuria and 
polydipsia with or without ketosis. In such cases in- 
sulin is the only consistently effective agent since 
sulfonylurea drugs are often ineffective. 

4. The onset of diabetes occurred under the age of 
16 years. (Again sulfonylurea drugs are generally in- 
elective and contraindicated here.) 

All newly discovered diabetics whose disease cannot 
be controlled by dietary measures alone should be reg- 
ulated with insulin before any consideration is given to 
the use of sulfonylurea drugs. The reason for this is 
simple: /nsulin never fails to lower the blood sugar effec- 
tively while the latter drugs may unpredictably fail, re- 
sulting ‘n possible ketoacidosis and coma. Indeed, sul- 
fonylurexs may fail to evoke any response whatever. 
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Figure 1. Of all diabetes patients, the most difficult of all to treat is 
the “brittle” patient, whose blood sugar levels constantly swing from 
one extreme to the other. 


Figure 2. Seventy-two diabetes patients were offered treatment with 
tolbutamide, an oral hypoglycemic agent. After learning about the 
limitations of this drug, however, 52 (72.2 per cent) of the patients 
indicated their preference for insulin treatment. 


Once the disease has been brought under control, con- 
version to oral hypoglycemic agents can be effected by 
any of the standard procedures if the physician feels 
that his patient fits in the responsive group. 

It is now clearly established that the ideal candidate 
for trial with sulfonylureas is a patient aged 40 or over 
with maturity-onset diabetes requiring 40 units or less 
of insulin daily for good control. However, by no means 
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RELATIONSHIP CF WEIGHT REDUCTION TO BLOOD SUGAR LEVELS 
AND INSULIN DOSAGE OVER A PERIOD OF 13 MONTHS 


Weight (p 


le} 


Insulin (units) 


Blood sugar levels {mg./100 mi.) fasting 


Weight (pounds) and blood sugor levels, (mg./100 mi.) fasting 


8 


Daily insulin (units) 


Figure 3. A 62-year-old woman was able to discontinue insulin ther- 
apy for the first time in 16 years by means of effective weight reduc- 
tion. (Blood sugar levels were determined at least every two weeks.) 


do all of the patients in this group respond effectively, 
nor do all such patients whose initial control seems 
ideal continue to respond to sulfonylurea drugs. For 
this reason in particular, the diabetic taking “pills” 
should remain under even closer scrutiny of the cli- 
nician than the patient receiving insulin. Indeed, the 
almost total absence of hypoglycemic reactions from 
tolbutamide is an advantage that is largely nullified by 
the fact that insulin never fails to lower the blood sugar 
at any time (in adequate dosage). In time of stress, in- 
fections, or sometimes without any warning whatever, 
tolbutamide may become ineffective, precipitating keto- 
acidosis or coma. A case in point follows. 

Illustrative Case. A 47 year-old male whose diabetes 
had for years been quite stable and well controlled on 
a daily dose of 48 units of modified insulin was con- 
verted to tolbutamide (Orinase) therapy according to 
the commonly accepted routine for changeover. Control 
appeared to be excellent for three weeks thereafter, 
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when severe glycosuria and ketoacidosis developed un- 
expectedly over a period of five days. No precipitating 
factors were in evidence, such as infection, shock or 
trauma. By the time he reached the hospital, the pa- 
tient was verging on unconsciousness with Kussmaul 
respirations. The serum CO, was 3 mEq./L., and the 
admission blood sugar was 850 mg. per 100 ml. While 
attempting to re-establish control on insulin, it became 
obvious that his diabetic state had transformed from an 
erstwhile “stable” to an actually “brittle” case. The 
patient died of a coronary occlusion three months later 
(confirmed by autopsy). It could not be proved that his 
demise was in any way related to this unfortunate 
metabolic upheaval. 

Such cases, deteriorating after a period of satisfactory 
control on tolbutamide, have been termed “secondary 
failures.” Why this occurs is speculative, but one 
theory proposes that temporary beta-cell exhaustion 
occurs. This controversial theory is supported some- 
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COMBINED INSULIN-CHLORPROPAMIDE THERAPY IN A ‘“'BRITTLE’’ DIABETIC PATIENT 


450 


Blood sugor (mg./100 mi.) 


sto lal wel wf al 2 tow | 


Figure 4. Graphic presentation showing comparative results of treat- 
ment with insulin alone, and with insulin plus chlorpropamide in 
a “brittle” diabetic patient aged 59 years, under hospital super- 
vision. Blood sugar levels were found equally unstable on either 
program. The dosage of chlorpropamide was 250 mg. twice daily. 
The total dosage of insulin used alone was 56 units, only 6 units 


what by the observation that many such cases can be 


successfully reinstated on tolbutamide after a period. 


of insulin administration. This does not preclude the 
possibility of further tolbutamide failures, however. 


Criteria for Sulfonylurea Therapy 


The physician, under pressure from his patients to 
be freed from the daily needle, must put science before 
convenience in holding fast to the relative criteria de- 
vised for selection of likely candidates for tolbutamide 
therapy. Actually it is safer to evaluate a given patient 
on the basis of criteria for the prediction of likely 
therapeutic failures, since these criteria are more easily 
formul:ted and more reliable. In the words of Levine, 
“One thing that seems clear is what the sulfonylureas 
do not lo.” These contraindications are as follows: 

1. Unstable or “brittle” diabetes. 

2. Hepatic dysfunction. 
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Insulin plus chlorpropamide 


higher than final dosage with chlorpropamide added to the regimen. 
This small reduction in insulin dosage was not considered signifi- 
cant in view of lack of improved control. Attempts to further reduce 
blood sugar levels resulted in frequent hypoglycemic reactions. (The 
diabetes was of 15 years’ duration.) Blood sugar determinations 
were made twice daily (fasting and postprandially). 


3. Diabetes adequately controlled by dietary restric- 
tion alone. 

4. Juvenile or growth-onset diabetes mellitus. 

5. Maturity-onset diabetes complicated by ketosis, 
acidosis, diabetic coma, fever, trauma, gangrene, Ray- 
naud’s disease or serious impairment of thyroid or 
renal function. 

6. Patients who develop ketonuria within 24 hours 
after withdrawal of insulin. 

In the final analysis, the physician should never for- 
get that sulfonylureas are competing with an agent 
that is seasoned with a generation of therapeutic tri- 
umph and apparent freedom from immediate and long- 
term toxicity. 

That fact alone demands that the patient receive a 
voice in the decision to abandon insulin. I have been 
amazed at the percentage of patients who prefer to “stick 
with insulin” when they are presented with a forthright 
picture of our present knowledge of the action and 
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limitations of sulfonylurea drugs in simple lay language. 
Among 72 patients, who either requested or were 
offered a trial of tolbutamide, 52 (72.2 per cent) either 
withdrew their request or refused the drug (Figure 2). 
We should all adopt the approach of Duncan who 
states, ““The patient is made aware that we are travel- 
ing an uncharted course and must be more alert than 
ever until the potentials, good or bad, of these drugs, 
as they affect the great variety of patients under a great 
variety of circumstances, are familiar to us.” 

While sulfonylurea drugs can be heralded as a great 
boon to diabetics among the aged and the incapacitated 
in whom self-administration of insulin is either a hard- 
ship or impossible, it would at present appear wisest to 
encourage the use of insulin in patients under the age 
of 40 simply because the long-term effects of oral 
hypoglycemic agents cannot possibly be predicted for 
several years hence. 


Search for the Ultimate Drug 


That we are still very much in the formative stages in 
developing the ultimate oral antidiabetic agent is borne 
out by the recent symposium on chlorpropamide at the 
New York Academy of Sciences where 65 reports were 
read by researchers and clinicians from the United 
States and 18 foreign countries. Here it was pointed 
out that more than 66 per cent of adult diabetic pa- 
tients are controlled with this new arylsulfonylurea 
which is now marketed under the trade name of 
Diabinese. 

Furthermore, this drug is up to six times more 
effective and remains in the blood nearly ten times 
as long as tolbutamide. The drug appears to be most 
successful in adult-onset diabetes of less than ten 
years’ duration. 

These advantages over tolbutamide are to some ex- 
tent outweighed by the somewhat greater over-all 
toxicity and side effects incident to the use of this drug. 
While it has been correctly asserted that hypoglycemic 
reactions are infrequent and relatively mild among 
patients taking tolbutamide, it should be noted that, 
conversely, hypoglycemic reactions from chlorpropa- 
mide are apt to be prolonged and cumulative due to 
sustained blood levels from a single dose which is very 
slowly excreted unchanged in the urine. (Most pa- 
tients are adequately controlled by 250 to 500 mg. 
daily.) 

An interesting comparison of known toxicity and 
side effects from presently used hypoglycemic agents 
(including insulin) is presented in Table 2. This is 
convincing evidence that, to date, insulin remains the 
safest and most consistently effective therapeutic agent 
for diabetes mellitus. 
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Varieties of Insulin 


Current therapy of diabetes is further complicaied 
by the fact that seven different kinds of insulin are ow 
available, namely, crystalline (“‘regular’’), globin, pro- 
tamine zinc, NPH, lente, semi-lente and ultra-lente 
insulins. The latter three are known as zinc-insulin 
suspensions and represent the purest long-acting in- 
sulins yet developed in that they contain no foreign 
protein except that in the insulin itself. 

For practical purposes, most authorities think that 
protamine zinc insulin can be eliminated. Due to its 
relatively short action, globin insulin is not used very 
extensively. 

Crystalline insulin is valuable for admixture with 
modified insulins to enhance the quick-acting com- 
ponent. In my experience, lente insulin is the most 
utilitarian and can be mixed with small doses of 
crystalline insulin when a more rapid action com- 
ponent is desired, provided not more than an equal 
part of crystalline insulin is added. (If the ratio of 
crystalline to lente insulin in a given mixture exceeds 
1:1, crystalline precipitation may occur, prolonging 
rather than quickening the time-action potential of the 
resultant mixture.) It appears to be slightly more 
effective than NPH insulin, although one may be sub- 
stituted for the other on a unit-for-unit basis. It has 
been suggested by some authorities that NPH insulin 
should be discontinued, but a controlled study of 109 
diabetic patients disclosed that occasional cases appear 
to be better controlled by NPH than lente insulin. 

All three zinc insulin suspensions lend themselves 
efficiently to admixture with one another to modify 
time-action curves to meet the needs of the individual 
patient. Such mixtures can be prepared a month or 
two in advance, unlike earlier mixtures, because they 
remain stable. On the basis of considerable experience, 
it is recommended that all diabetic patients who re- 
quire insulin should be initially subjected to a trial 
with lente insulin for three reasons: 

1. Lente is the purest long-acting insulin yet de- 
veloped. 

2. The time-action curves of lente insulin fulfill the 
needs of the vast majority of diabetics. 

3. Lente insulin appears to effect a little smoother 
control than NPH insulin in the average case. 

In extreme cases of “brittle” diabetes, multiple in- 
jections of crystalline insulin (given from two to four 
times daily) often provide the only recourse to reason- 
able chemical control, minimizing insulin reactions and 
preventing recurrent ketosis. It has been our practice 
to establish so-called “daily blood sugar profiles” for a 
period of three to five days under hospital supervision, 
the purpose of which is to effect a transition from the 
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existing insulin dosage to appropriate doses of crystal- 
jine insulin exclusively. During each 24-hour period, a 
total of five blood sugar determinations are made (at 
8 aM., 11 a.M., 4 p.M., 9 p.M. and sometime between 
$and 5 a.M.). Doses of crystalline insulin are thus ad- 
ministered accordingly, to reduce fluctuations in the 
24-hour curve to an optimal level which as nearly as 
possible avoids the extremes of ketosis and severe 
insulin shocks. 

Recently several independent investigators have re- 
ported success in ameliorating the extreme metabolic 
instability of so-called “‘brittle” diabetes in occasional 
patients through the combined use of sulfonylurea 
compounds and insulin. This is not a project to be 
recommended to the practitioner with limited expe- 
rience in the treatment of diabetes. It should be at- 
tempted only during meticulous observation of the hos- 
pitalized patient because of the hazards of ketoacidosis 
and coma incident to reduction of insulin dosage. In 
view of the scant literature available, this therapeutic 
approach should be carried out ona research basis until 
more experience has accumulated. 

A few such patients subjected to this program in our 
clinic have not borne out the experience reported in 
current literature. 

In true “brittle” diabetics no reduction in insulin 
dosage was effected by the addition of either chlor- 
propamide or tolbutamide, and the wide fluctuations 
in blood glucose levels throughout the day could not 
be improved. An illustrative case is shown in Figure 4. 
There is certainly no justification in subjecting such 
patients to sulfonylurea drugs with their possible side 
effects and toxicity unless significant improvement in 
control is realized therefrom. 


Relative Costs 


The economics of tolbutamide versus insulin admin- 
istration merits some comment. Since the oral medi- 
cation is customarily indicated only in adults with ma- 
turity-onset diabetes requiring less than 40 units daily, 
the cost of insulin for such patients never exceeds $4.38 
a month and is on the average considerably lower. Re- 
ceiving tolbutamide, the current cost of which is ap- 
proximately $15 per 100 tablets (0.5 Gm. each), the 
patient usually requires a minimum of one to three 
tablets a day, costing from $4.50 to $13.95 a month. 

In my experience, patients requiring only 20 units of 
insulin daily become quite disturbed upon finding that, 
if they require two tolbutamide tablets daily for ade- 
quate control, their monthly outlay for medication 


_jumps from about $2.20 to $9 a month. (Relatively 


few patients are controlled on one tablet a day.) The 
cost of an insulin syringe (which should last many 
years), some needles, alcohol and cotton cannot be 
considered significant in the comparison. 

Finally, it should be emphasized that the advantage 
of replacing an injection with a pill should be placed 
at the bottom of any list of indications for the use of 
sulfonylurea drugs. In our experience with over a 
thousand diabetic patients, not one who was physically 
capable ever failed to learn the technique of self-injec- 
tion. That this brief daily routine is no real hardship is 
borne out most dramatically by our precocious juve- 
nile diabetic who, at the age of 4 years and 11 months, 
easily learned to measure and inject his own insulin. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


HERE'S A HELPFUL HINT... 


In Testing Liver Function 


bilirubin to urobilinogen in the intestine. 


DETERMINATION of the amount of urobilinogen in urine and in feces is an important element in 
the testing of liver function for the purpose of differential diagnosis of the cause of jaundice. 
An evaluation of the results of such testing may not be possible in patients who have been 
receiving certain antibiotics. This happens because the antibiotics alter the intestinal bacterial 
content and presumably do away with those bacteria that are responsible for conversion of 
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Colon Symptoms 
and Masked Hypothyroidism 


EDDY D. PALMER, LT. COL., MC 


Second General Hospital (APO 180) 
New York, N.Y. 


WHEN THE bocToR thinks of colon symptoms in con- 
nection with hypothyroidism, he usually thinks of con- 
stipation and flatulence as two of the many manifes- 
tations of myxedema. It often proves more helpful in 
outpatient practice, however, for him to keep the op- 
posite approach in mind and think of constipation 
and flatulence, which are apparently a primary prob- 
lem, as possible indications of otherwise occult hy- 
pothyroidism. 

The importance of this concept has taken a long 
time to filter through to the writer. For one thing, the 
combination of constipation and gas, although such a 
common and homely complaint, has regularly thwarted 
efforts at etiologic subclassification; and, for another, 
it seems to be the popular modern custom to depre- 
cate all hypothyroid diagnosis and treatment unless 
outspoken myxedema can be recognized. 

The colon gas syndromes (cecal, hepatic flexure and 
splenic flexure) are, in the writer’s experience, among 
the most common problems met in the medical out- 
patient clinic. Here it is characteristic for the patient 
to have no troubles referable to bowel function. The 
Ais tus bowels move normally but the gas remains. This is one 
x Fae of several features which distinguish the colon gas syn- 
dromes from the irritable colon syndrome. Quite dis- 
tinct is the masked hypothyroidism group under dis- 
cussion here. In this group chronic constipation is a 
prominent part of the picture, although to the patient 
the discomforts of gas accumulation in the colon may 
be the main problem. 

Because by definition the hypothyroidism is masked 
in this group, the patient seems to be well except for 
the bowel symptoms, and diagnosis depends wholly on 
recognizing the possible value of testing thyroid func- 
tion. Discovery of unsuspected hypothyroidism quickly 
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solves an important problem. Because colon (om- 
plaints of one sort or another are as common as any 
met in medicine, the question arises as to what the 
practical approach to this problem might be, what t\iere 
is about the colon manifestations in this group that 
would encourage suspicion of the underlying discase. 

There is an important clinical truism which: pre- 
cludes a solid answer to this question: Whatever the 
underlying disease may be, the patterns of colon com- 
plaints exhibited by individual patients only occasion- 
ally prove specific enough to permit a clinical diagno- 
sis. Two important general features of colon behavior 
contribute to this. First, colon symptoms usually seem 
more characteristic of the patient than of his disease, 
and second, quite in keeping with the first, colon com- 
plaints tend to vary considerably from week to week and 
month to month even though the underlying disease 
is perfectly static. Most chronic colon symptoms, how- 
ever, have some peculiarities which permit at least a 
general classification of the problem, such as infectious, 
wholly functional, malignant, etc. and there are a few 
clinical features which might suggest the advisability 
of considering thyroid etiology. 


Clinical Picture 


Experience during the past six years with 30 patients 
with clear-cut masked hypothyroid colon disease has 
taught us a few things about colon patterns in this 
situation and given us an uneasy feeling that many 
cases may have been overlooked in the past. Three 
very brief typical histories may be useful as an intro- 
duction. 

Case 1. For about five years this 40-year-old white 
female had had a great deal of abdominal gas, which 
she recognized as such, with the feeling that she could 
get relief if she were only able to belch. Fullness and 
pressure pain in the left upper abdominal quadrant 
were constant. There had been severe constipation, so 
that she had to give herself an enema weekly in addi- 
tion to taking many oral laxatives. Examination on 
several occasions showed the abdomen to be distended 
with gas. Sometimes feces were found in the rectum 
and sometimes the rectum was empty. Otherwise, no 
abnormality was recognized, and she seemed to be a 
slim, quick, vital person. Sigmoidoscopy, barium 
enema, blood counts, stool examinations, etc. were 
normal. The protein-bound iodine level was 1.7 mcg- 
per 100 ml. and a repeat was 1.8 mcg. 

Case 2. This 45-year-old white female had been mis- 
erable with constipation and frequent spells of upper 
abdominal pain and swelling for 14 years. She had had 
a great deal of study for this, always resulting in a 
functional diagnosis. Many symptomatic regimens had 
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been tried, often with brief initial help. On examination 
she was found a little heavy, placid and shy, but with- 
out actual abnormality. The PBI was 2.8 mcg. 

Case 3. This 22-year-old soldier complained of con- 
stipation since late childhood and full epigastric and 
left anterior chest pain for three years. He appeared to 
be vigorous. Examination showed the colon to be 
filled with feces as the only unusual finding. All spe- 
cial studies were normal except for a PBI of 2.7 mcg. 

Chronic constipation was a rather constant feature 
of the illness. The stools, however, tended not to be 
particularly hard, and scybala were not formed. A few 
patients complained of occasional periods of brief 
diarrhea, and, because a constipated stool often fol- 
lowed closely on such diarrhea, this might represent 
the obstipation form of diarrhea. In all cases there 
was a history of unsuccessful efforts to find a satis- 
factory laxative regimen, and many patients had to 
take an enema from time to time. Systemic effects of 
constipation, such as headache and anorexia, were not 
important, nor was there any significant degree of 
pain or cramping before or during defecation. 

The abdominal discomfort, which regularly was a 
prominent part of the illness, appeared to be due 
largely to gas distention in different parts of the colon. 
Perhaps fecal distention played a part, too, but when- 
ever the patient with active discomfort was examined, 
a large amount of gas could always be found in the 
area of pain. The nature of the pain was entirely similar 
to that encountered in the colon gas syndromes—a 
full, tight, steady, noncramping, sometimes burning 
pain, tending to center in one of the upper quadrants 
or the cecum, and aggravated by pressure increases 
within the abdomen, as by deep inspiration, jarring 
movements, straining and tight clothing. The patients 
could usually recognize the cause of their discomfort 
as gas but usually thought it was “stomach gas” which 
should be relieved by belching but was not. 


Colon Disturbance Hypotonic 


The colon disturbance in this disease is, as would be 
expected, a hypotonic one. Plain abdominal x-ray films 
during periods of discomfort show the ascending colon 
and distal descending colon and sigmoid to be diffusely 
distended with feces, without the more localized ac- 
cumulations which are characteristic of hypertonic 
constipation. The gas, on the other hand, tends to be 
collected in large bubbles in the hepatic and splenic 
flexures and less frequently in the cecum. It is not 
unusual to find a small amount of gas in the small 
bowel. Upon sigmoidoscopic examination there seems 
to be « paucity of mucus over the mucosal surface but 
the co ‘igurations are entirely normal, without obvious 
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atony. Barium enema examination shows a colon which, 
although far from devoid of tone, has a general caliber 
rather greater than usual. Haustral activity tends to be 
sparse. 

In myxedema the bowel wall may undergo striking 
anatomic changes, with thickening and loss of elasticity 
which give the colon the consistency of soft leather. 
Microscopically, there is myxedematous infiltration of 
the stroma, mucosal atrophy, occasionally cystic trans- 
formation of the crypts, and diffuse infiltration of the 
entire submucosa by lymphocytes and plasma cells. 
The well-documented colon atony and even megacolon 
of advanced hypothyroidism thus might appear to 
have an anatomic basis. In the present series an effort 
was made in ten instances to detect anatomic changes 
by rectal and sigmoidal biopsy at the time of sig- 
moidoscopy, but the specimens were all normal. 

This general pattern of clinical and roentgen features 
should, it is believed, encourage laboratory evaluation 
of thyroid function. Locally, main reliance is placed on 
the protein-bound blood iodine level as the best test, 
provided iodine contact in the patient’s environment 
can be excluded. 

Treatment is, of course, very easily implemented, 
and the results of treatment are much more gratifying 
than for any other form of constipation. The initial 
dose of thyroid substance should be half a grain (0.03 
Gm.) daily. In six of the 30 patients this dose proved 
optimum for maintenance, in 13 the eventual dose 
was 1 gr. (0.06 Gm.) and in the rest, 2 gr. (0.13 Gm.). 
On this medication alone the constipation cleared in 
all patients and remained cleared. In three patients 
erratic diarrhea was substituted for the constipation 
for about two months before the bowels settled down 
to a satisfactory pattern. The results with the gas and 
discomfort were good but less predictable, and often 
several weeks of adequate therapy were necessary 
before the patient felt comfortable again. 


Conclusion 


The common problem of chronic constipation and 
colon gas discomfort sometimes is due to masked hy- 
pothyroidism. The basis of the trouble appears to 
be depressed colon tone. Because the thyroid trouble 
per se is truly masked, discovery depends on objec- 
tive testing for the possibility of hypothyroidism, as 
by the blood protein-bound iodine level, when con- 
stipation and gas which are apparently on an atonic 
basis present themselves. The results of thyroid sup- 
plementation are excellent. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 
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Among the renal abnormalities that may be treated 

by surgical operation are renal neoplasms; cysts, stones 

and congenital anomalies that obstruct the ureteropelvic junction, 
and hypertension associated with unilateral renal disease. 

In the past, many of these conditions have been treated 


by nephrectomy. However, if modern x-ray techniques 
are used to full advantage, more kidneys are totally 
or partially salvaged. For example, simple cysts 

may be differentiated from malignant tumors. 


Roentgen Manifestations 
of Surgically Correctible Renal Disease 


RODERICK L. TONDREAU, M.D. AND JOHN J. MURPHY, M.D. 


Departments of Radiology and Surgery (Urology) 
University of Pennsylvania School of Medicine 
Philadelphia, Pennsylvania 


THIS PAPER PRESENTS some of the renal lesions which 
may be treated by surgery. In the past, many of the 
entities included in this discussion have required 
nephrectomy. Although consideration is given to 
some diseases which must still be treated by removal 
of the kidney, emphasis is placed mainly on those 
conditions in which the kidney (or part of the kidney) 
may be preserved following adequate study by modern 
roentgen techniques. The subjects to be discussed in- 
clude differentiation of renal cysts and neoplasms, 
ureteropelvic junction obstruction, renal calculi and 
partial nephrectomy, and hypertension associated 
with unilateral renal disease. 


Renal Cysts and Neoplasms 


Renal cysts are not rare. Excluding polycystic 
disease and rarities such as echinococcus cysts, most 
cysts of the kidney are clinically unimportant except 
that they pose serious problems in differential diagno- 
sis. They are often found incidentally during urography 
for some unrelated affliction. If the physician could be 
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certain that a mass were a simple cyst of the kidney, 
no treatment would be needed. Unfortunately, malig- 
nant tumors may occur within the cyst wall, or cysts 
and tumors may coexist. The incidence of carcinoma 
in simple cysts is estimated at 7 per cent and in those 
containing hemorrhagic fluid as high as 30 per cent. 
Simple cysts are usually not single. Roentgenography 
usually reveals a single large cyst, but careful search 
at autopsy reveals that patients with simple cysts 
usually have one or more additional smaller cysts. At 
times, multiple simple cysts may be large and, if 
bilateral, may simulate polycystic disease. Although 
polycystic disease is a bilateral disease, occasionally 
the findings are much more marked on one side. This 
may lead the physician to make a diagnosis of simple 
cyst or tumor. The differentiation of these two entities 
can usually be established by clinical evaluation. 
Simple cysts occur in the older age groups, while 
polycystic disease is commonly discovered in younger 
patients. Because of modern therapeutic measures, 
more and more patients with polycystic disease are 
encountered in the older age groups. 
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Differential Diagnosis 


The major problem in differential diagnosis is that 
of separating simple cysts from malignant tumors of 
the kidney. The survey roentgenogram in the case of 
simple cyst often will reveal a smooth round bulge in 
the outline of the kidney—usually at one of the poles. 
Occasionally, calcification is seen in the cyst wall. The 
degree of deformity of the pelvocalyceal system de- 
pends on the position of the cyst. If it is at some dis- 
tance from the pelvis, there may be little or no de- 
formity. On the other hand, if the lesion is central in 
location, the distortion may be great. The calyces may 
show various changes such as flattening, abbreviation, 
amputation, dilatation, displacement or elongation. 
The mass itself may be more radiolucent than the 
normal portions of the kidney, especially after injec- 
tion of a contrast medium (Figure 1). Solid tumors are 
more vascular and do not show increased radiolucency. 
Carcinomas often contain calcium but differentiation 
from cysts cannot be made on this basis. The distribu- 
tion of calcium may be such that it appears to outline 
the wall of a cyst, yet the lesion may prove to be a car- 
cinoma (Figure 2). 

The converse may also be true. Speckled calcifica- 
tions may suggest calcification in a solid tumor but the 
calcium may be within a cyst wall (Figure 3). Distor- 
tion of the collecting system alone does not allow one 
to separate these two entities. However, the collecting 
system is usually less distorted in cystic disease than 
it is in the case of carcinomas. Rarely, one encounters 
amorphous calcification floating freely within the 
cysts. This may simulate milk of calcium bile in the 
gallbladder if the lesion is on the right side (Figure 4). 


Use of Aortography 


Aortography has been routinely employed in a 
number of institutions in order to differentiate be- 
tween carcinomas and cysts. In the hands of those who 
have had much experience with this technique, ac- 
curacy is very high. As a rule, the aortogram of a 
simple cyst shows a deficiency of vascularization in the 
area of the mass. The renal vessels may have an um- 
brellalike appearance due to displacement by the 
cyst. Tumors are usually well supplied with blood 
vessels and these are often seen outlined by the con- 
trast agent (Figure 5). Pooling of the opaque medium 
may take place in some portions of the tumor. Even if 
the lesion appears to be a cyst, the incidence of car- 
cinoma in cysts should be remembered and surgical 
evaluation is indicated in all but very poor-risk pa- 
tients. 


Wher a simple cyst is encountered at the time of 
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Figure 1. Simple cyst of kidney. a (above). Urogram showing large 
mass in lower pole of left kidney. & (center). Body section roentgeno- 
gram demonstrates radiolucency of cystic mass. 


Figure 2. Carcinoma of left kidney. Distribution of calcium sug- 
gests cyst. 
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Figure 3. Simple cyst of right kidney. a (above). Survey roentgeno- 
gram showing multiple calcifications suggesting tumor. b (below). 
Marked distortion of calyces is shown in urogram. 


operation, it is usually sufficient to perform a partial 
cystectomy. The roof of the cyst is removed and the 
rim of the remaining defect is repaired with a con- 
tinuous hemostatic suture. Cauterization of the lining 
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Figure 4. Simple cyst of right kidney containing amorphous cal- 
cium. Survey film had suggested milk of calcium bile in the gall 
bladder. a (top) and b (center). Cholecystogram shows that calcifica- 
tion is not in the biliary tract. ¢ (bottom). Presacral oxygen study 
reveals that mass is situated in the right kidney. (Perirenal carbon 
dioxide injections are now used for this type of study—see text). 


wall is unnecessary since these cysts do not secrete 


fluid. 
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Figure 5. Fibrosarcoma of left kidney. Simple cyst of right kidney. 
a (above, left). Calcifications shown overlying both kidneys. b (above, 
center). Retrograde pyelogram shows bizarre distortion of left pelvo- 
calyceal system by large mass. Distortion of lower right calyces by 


Figure 6. (/reteropelvic obstruction due to aberrant vessels supplying 
lower pole of left kidney. a (above, left). Roentgenogram made five 
minutes after injection of opaque material shows no elimination on 
the left. b (above, center). Two-hour roentgenogram demonstrates 


Obstruction at the Ureteropelvic Junction 


Some of the most interesting problems of urinary 
obstruction are found in those patients who have 
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lower pole mass. ¢ (above, right). Acrtogram reveals abnormal ves- 
sels coursing through left renal mass. Relative radiolucency of mass 
compared to upper pole is due to cystic components within the tumor. 
Note relative radiolucency of masses in right kidney (simple cysts). 


pelvocaliectasis on the left (arrow A). ¢ (above, right). Postopera- 
tive urogram. Residual dilatation of collecting system but marked 
functional improvement (arrow B). é 


anomalies or other abnormalities of the ureteropelvic _ 
junction. Roentgen studies in such patients may be 
of great value in diagnosis and management. 


At times, it is difficult to establish the dividing line 
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between a large normal pelvis and pyelectasis. Com- 
parison with the opposite side is helpful. Although 
the two sides are not always identical, there is a 
tendency toward symmetry. The earliest change is 
that of flattening of the terminal positions of the minor 
calyces. As dilatation progresses, the major calyces 
become widened and shortened. In advanced cases, 
huge, ball-like dilated calyces may be all that is visu- 
alized on urography. In some long-standing cases, 
the huge dilated sac is all that remains of the kid- 
ney and pelvis, and diagnosis may not be possible by 
excretory urography because of diminished function. 
The relative degree of dilatation of the pelvis and 
calyces is not necessarily the same. Some patients have 
marked pyelectasis and little intra- or extrarenal dila- 
tation. In others the reverse may be true—depend- 
ing upon whether or not the pelvis is encompassed by 
renal parenchyma. Ureteropelvic junction anomalies 
have a distinct tendency to be bilateral. Fortunately, 
in most instances the degree of obstruction on one side 
is much less than on the other, so that surgical inter- 
vention on one side is often all that is necessary. In the 
usual patient with obstructive uropathy, the dilated 
calyces are smoother in outline; whereas, these struc- 
tures are irregular in outline in the presence of severe 
pyelonephritis and tuberculosis. When severe infec- 
tion supervenes upon hydronephrosis, marked cortical 
destruction may result. 

The causes of ureteropelvic obstruction include 
congenital stricture or stenosis, accessory or aberrant 
vessels, fibrous bands and, of course, calculi. Obstruc- 
tion is also said to result from high insertion of the 
ureter and malrotation of the kidney. It should again 
be emphasized that these conditions are distinctly 
likely to be bilateral or potentially bilateral and it is 
desirable to preserve as much functioning parenchyma 
as possible. 

The relative frequency of the conditions responsible 
for obstruction at the ureteropelvic junction varies in 
different reports. At the University Hospital, and in 
most series, ureteropelvic junction obstruction is most 
often associated with accessory or aberrant vessels. On 
the other hand, Campbell examined 828 children 
(under 15 years of age) with hydronephrosis and con- 
sidered that aberrant vessels were responsible for 
obstruction in only 37 cases. It is very likely that the 
effect of aberrant vessels does not become manifest 
until after childhood—thereby accounting for the 
lower incidence of such findings in Campbell’s report. 

Excretory urography is the easiest method of 
establishing the presence of obstruction. Anatomic 
details are outlined and assessment of function is 
measured by the density and time of appearance of the 
contrast agent. In patients with severe long-standing 
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Figure 7. Ureteropelvic obstruction due to aberrant vessel. Hyper- 
tension. a (top). Preoperative urogram. Note faintly outlined, 
markedly dilated calyces on the right. b (bottom). Postoperative 
urogram shows improvement. Relief of hypertension. 


obstruction, urograms are often unsatisfactory because 
of diminished function of the parenchymal tissue and 
dilution of the opaque medium in the dilated pelvo- 
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Figure 8. Ureteropelvic obstruction due to aberrant vessel with de- 
fect suggesting stone or tumor. a (top, left). Urogram. Ten-minute 
roentgenogram shows no evidence of contrast material on left. b 
(top, righ’). Three-hour roentgenogram demonstrates pelvocaliecta- 


calycea! system. In such instances, films made four to 
18 hours after the routine study is completed often 
reveal y:|uable information and may obviate the need 
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sis. ¢ (bottom, left). Retrograde pyelogram demonstrating complete 
obstruction to flow of opaque material. Meniscuslike defect (inset) 
suggests stone or tumor. d (bottom, right). Postoperative urogram 
demonstrates normal kidneys. 


for retrograde study. Accurate delineation of the loca- 
tion and extent of the obstruction is usually not pos- 
sible without retrograde injection of radio-opaque 
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Figure 9. Calculus disease. a (above, left). Survey roentgenogram 
showing calculus in upper pole of right kidney and calculus at left 
ureteropelvic junction. b (above, center). Intravenous urogram 
shows that right renal calculus is within an upper calyx. On the 


material, and the ureteropyelogram is of special value. 
Failure of the kidney to concentrate the dye until 
the late films does not necessarily indicate irreversible 
damage. If a good thickness of renal cortex is found at 
operation, correction of the obstructing lesion may 
permit remarkable recovery, especially in children. 
Aortography may be helpful in demonstrating aber- 
rant vessels which cause obstruction and has been 
recommended as a preoperative study of value. 


Case Histories 


The following case histories illustrate some typical 
roentgen findings and the value of corrective surgery in 
ureteropelvic junction obstruction : 

J. McW., a 10-year-old white boy, had had inter- 
mittent attacks of left flank pain for eight months. The 
intravenous urogram showed no elaboration of con- 
trast medium by the left kidney at the end of five 
minutes as compared to the normal right kidney. 
(Figure 6a). A roentgenogram made two hours after 
injection of the medium disclosed a dilated collecting 
system on the left side. Concentration of the opaque 
material was less than on the right (Figure 6b). At 
operation, aberrant vessels supplying the lower pole 
of the kidney were found and divided. Intubated 
ureterotomy and nephrostomy were performed. An 
excretory urogram made five months after surgery 
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left, stone is now in distal ureter at pelvic brim. The latter had to 
be surgically removed. ¢ (above, right). Urogram made following 
right partial nephrectomy (resection of upper pole). There is no 
distortion of the residual collecting system. 


showed marked improvement (Figure 6c) and the 
patient has been clinically well for one year. The pro- 
longed obstruction and superimposed infection pro- 
duced sufficient fibrosis to prevent the calyces from re- 
turning to normal. 

The tendency of congenital anomalies to be multiple 
is illustrated by the following patient. L. C., a 9-year- 
old girl, was admitted because of left flank pain and 
pyuria. The urogram and the retrograde pyelogram 
demonstrated duplication of the left renal pelvis and 
ureter and slight but definite dilatation of the lower 
half of the pelvis of the same kidney. At operation, 
several vessels were found crossing the lower portion 
of the duplicated collecting system. These vessels 
were divided and a ureterotomy was done. The child 
has been clinically well for four months. A recent 
urogram shows improvement, although it has not yet 
returned completely to a normal appearance. 

The next patient emphasizes the role of trauma in 
bringing pre-existing anomalies to light and demon- 
strates that acute hydronephrosis may be accompanied 
by reversible hypertension. 

D. R., a 15-year-old white boy, sustained trauma to 
the right flank. On examination, he was found to be 
hypertensive. An intravenous urogram disclosed 
greatly dilated calyces and markedly diminished func- 
tion of the right kidney (Figure 7a). Plastic revision 
of the ureteropelvic pumen was performed after it 


GP Volume XIX, Number 4 


e 
er 
4 
| 
2 
OF 
4 


Figure 10. Calculus disease. a (above, left). Survey roentgenogram 
showing calculi lower poles of both kidneys. The calculus on the 
right descended into the distal ureter and had to be surgically 


had been freed from an aberrant vessel. Postopera- 
tively, the blood pressure returned to normal and the 
urogram showed prompt elaboration of the opaque 
medium, with improvement of the pyelographic ap- 
pearance (Figure 7b). 

A patient with a perplexing problem in the dif- 
ferential diagnosis between calculus, tumor and trauma 
is illustrated by the next history. 

J. C., a 21-year-old man, was admitted because of 
left flank pain with radiation to the groin. A urogram 
failed to demonstrate the left kidney ten minutes after 
the intravenous injection of the contrast medium 
(Figure 8a). At two hours, a dilated pelvocalyceal 
system is seen (Figure 8b). A left retrograde pyelogram 
reveals a meniscuslike defect suggesting a stone or 
tumor (Figure 8c). At operation, an aberrant vessel 
obstructing the ureteropelvic junction was found and 
divided. Follow-up films (Figure 8d) show a satisfactory 
result and the patient has been well for three years. 


Renal Calculi and Partial Nephrectomy 


Until recently, operations for renal calculi have 
largely consisted of removal of the offendjng stone or 
nephrectomy. Recurrence rates are high following 
nephro- or pyelolithotomy. Medical control of these 
patients is difficult and has resulted in only slight re- 
duction in the recurrence rate of stone formation. 
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removed. b (above, right). Urogram following partial nephrectomy 
on the left (resection of lower pole). 


Nephrolithotomy and pyelolithotomy merely remove 
the calculi and fail to correct the underlying factors 
which are at least partially responsible for their forma- 
tion. For these reasons, the operation of partial 
nephrectomy is becoming increasingly popular. This 
procedure not only removes the stone or stones and 
debris in the neighboring renal tissues, but also the 
affected calyx in which these stones developed. The 
value of this type of procedure has been established by 
the fact that recurrent stone formation has been re- 
duced from 25 per cent to 8 per cent in patients who 
have had partial nephrectomy. 

When a stone lies free in the renal pelvis, it may or 
may not be possible to state where it originated. Some 
urologists advocate partial resection in such cases if 
calyceal distortion is noted in a particular portion of 
the kidney. 

The blood supply of a kidney which is the site ot 
stone formation may be studied by angiography. The 
information thus obtained may be of considerable in- 
terest to the surgeon who contemplates partial 
nephrectomy. Transverse resection of the renal 
parenchyma by the method described by Murphy and 
Best appears to offer greater safety to the patients. 

The following two patients illustrate the type of 
case selected for partial nephrectomy : 

I. O., a 30-year-old colored woman was referred for 
an intravenous urogram because of pain in the region 
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Figure 11. Hypertension. Pyelogram shows small right kidney and 
compensatory hypertrophy of left kidney. 


Figure 12. Aorlogram demonstrating congenital anomaly (coarcta- 
tion) of left renal artery. 


of the left costovertebral angle. A survey roentgeno- 
gram of the abdomen revealed calculi in the upper 
portion of the right kidney (Figure 9a). An excre- 
tory urogram performed two days later showed that 
the left ureteral calculus had descended to the level 
of the pelvic brim (Figure 9b). Ureterolithotomy 
was done because of continued pain and obstruction. 
Later partial nephrectomy on the right was performed 
because of the fact that the calculus on this side was 
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contained in an apparently damaged calyx. The }.st- 
operative urogram demonstrates excellent functio: in 
the remaining segment of the right kidney with |ittle 
distortion of the remaining calyces (Figure 9c). 

C. W., a 43-year-old white man complained of right 
flank pain and was referred for urography on February 
1, 1955. The survey roentgenogram reveals calculi in 
the lower poles of both kidneys (Figure 10a). On July 
25, 1955, the calculi from the lower pole of the right 
kidney had passed into the distal ureter. There was 
evidence of obstructive uropathy proximal to the 
stones. The left renal calculus had remained un- 
changed in position. Subsequent to this examination a 
right ureterolithotomy was done. The patient returned 
for a follow-up program on February 21, 1956. Pyuria 
and backache persisted. The renal calculus in the 
lower pole of the left kidney appeared unchanged. Re- 
section of the lower pole containing the stone and 
damaged calyx was carried out. The postoperative 
urogram showed an excellent result (Figure 10b). The 
patient has been well and the urine clear for two years. 


Hypertension and Unilateral Renal Disease 


Whereas surgery of unilateral renal disease may 
yield dramatic results in the relief of hypertension, it is 
thought that elevation of the blood pressure due to or 
associated with a unilateral renal lesion occurs in less 
than 5 per cent of the total number of cases. 

There is a wide variation in the late prognosis after 
nephrectomy. Although there may be an initial drop 
in blood pressure immediately after operation, within 
a period of a year or two the blood pressure often re- 
turns to its previous status. According to Braasch and 
Emmett, this took place in about half of the cases in 
which nephrectomy was performed for hypertension 
at the Mayo Clinic. Although renal pathologic change 
apparently was a factor, other elements were present 
causing the return of hypertension after elimination of 
the renal agent. 

Whatever the chemical reactions involved, there 
appears to be little doubt that ischemia of renal tissue 
plays an important part in the production of high 
blood pressure. Ischemia may occur because of an 
obliterative vascular process resulting from infection, 
pyelonephritis or tuberculosis, by mechanical oblitera- 
tion due to dilatation of the collecting system such as 
hydronephrosis, or by a combination of these processes 
and finally by intrinsic vascular occlusion. 

An example of hypertension associated with ob- 
struction at the ureteropelvic obstruction has already 
been given (D. R.). 

The small contracted kidney may be the result of 
congenital hypoplasia or the end result of atrophic 
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Figure 13. Arteritis of unknown etiology involving left renal artery. 
@ (top, left). Urogram. Fifteen-minute film showing no elimina- 
tion of opaque material on left.» (top, right). Twenty-minute roent- 
genogram showing normal kidneys. ¢ (bottom, left). Selective renal 
arteriogram demonstrating occlusion of left renal artery. Note 


pyelonephritis. Urographically, it is not possible to 
make the differentiation (Figure 11). 

The following two cases are interesting examples of 
abnormalities of the renal artery that are associated 
with hypertension: 
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collateral vessels. Opaque material in renal pelvis is result of 
previous injections of contrast substance. Inset—photograph of 
specimen. Note transverse ridges resembling congenital valves. 
d (bottom, right). Postoperative urogram revealing bilaterally 
functioning kidneys. 


J. N., a 10-year-old white boy whose blood pressure 
had progressively increased since the age of 5 years 
had a cerebral vascular accident at the age of 8. An 
aortogram demonstrated congenital coarctation of the 
left renal artery (Figure 12). The kidney was removed 
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because the location of the coarctation did not permit 
an arterial graft. The patient became normotensive in 
nine months and has remained so for the past four 
years. 

H. W., a 34-year-old white woman, was admitted to 
the Hospital of the University of Pennsylvania on 
August 8, 1957, because of hypertension of two to 
three years’ duration. On admission, the blood pressure 
was 200/135. The physical examination was otherwise 
negative. Urinalysis revealed persistent albuminuria 
and a few hyaline casts. A Regitine test was negative. 
An intravenous urogram was done. The ten-minute 
roentgenogram demonstrated a normal right kidney, 
right ureter and bladder but no opacification of the 
left kidney and ureter (Figure 13-a). At 15 minutes, 
the density of the opaque material in the left kidney 
was the same as that of the normal right kidney 
(Figure 13-b). Differential renal function tests demon- 
strated appreciable decrease in function of the left kid- 
ney. Since there was no anatomic abnormality observed 
in the pyelograms, it was presumed that these changes 
might be on a vascular basis. Therefore, selective renal 
arteriography was performed. A curved tip catheter 
was threaded in a retrograde fashion into the aorta 
through percutaneous puncture of the femoral artery. 
Under fluoroscopic guidance, its tip was introduced 
into the left renal artery. Roentgenograms were then 
made following the injection of small amounts of 
opaque material. Occlusion of the left renal artery was 
shown about one centimeter from its origin (Figure 
13-c). At operation, a constricted segment of renal 


artery about two centimeters in length was found. 
Resection of this area was done and end-to-end 
anastomosis accomplished. Upon opening the diseased 
length of vessel, transverse ridges resembling valves 
were noted (Figure 13-Inset). It was at first believed 
that these ridges represented congenital valves. but 
the final opinion of the pathologists was that this was 
arteritis of unknown etiology. An intravenous urogram 
performed a few weeks later revealed normal function 
and appearance of both kidneys (Figure 13-d). Dif- 
ferential function tests three months postoperatively 
reveal equal function bilaterally. 

In addition to the entities mentioned, roentgen 
examination may be helpful in disclosing other 
diseases associated with hypertension. Polycystic kid- 
ney disease is one such process. The radiologist should 
also pay particular attention to the adrenal glands. A 
tumor of the adrenals may be large enough to displace 
the kidney downward. More often, no changes are 
demonstrated urographically in such patients, but 
perirenal or presacral carbon dioxide insufflation may 
be required to reveal enlargement of the adrenal 
glands. The perirenal insufflation of COz is preferred 
at the University of Pennsylvania Hospital because of 
the smaller volume of gas required and the greater 
certainty of outlining the adrenals. Carbon dioxide, 
being 20 times more soluble in serum than air or 
oxygen, is less likely to result in gas embolism. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


Treatment of Porphyria 


IN NINE CASES of intermittent acute porphyria, administra- 
tion of chlorpromazine has been followed promptly by 
disappearance of pain and nervous symptoms. Established 
paralyses have been unaffected. In the majority of patients, 
25 mg. given three or four times daily appeared to be 
sufficient to control symptoms, but in three patients a 
single 100-mg. dose was first followed by complete clinical 
remission. In one of the three, the effect of chlorpromazine 
during a subsequent mild relapse of pain was of relatively 
short duration. No definite evidence has been obtained that 
a reduced excretion of porphyrins or porphobilinogen is 
an early effect of chlorpromazine therapy. It is possible 


that the drug interrupts a vicious cycle, permitting a spon- 
taneous remission to occur. 

In two cases Rauwolfia alkaloid has been of value in 
maintenance therapy. In both instances there was absence 
of nervous symptoms when the patients were receiving the 
drug, and there was recurrence when the drug was with- 
drawn. The present experience indicates that chlorproma- 
zine, in relation to other chemicals, is at least reasonably 
safe in cases of acute prophyria. There has been no sug- 
gestion that its use precipitates a relapse of the disease. 
It is the most consistently effective remedy thus far avail- 
able for the pain and nervous manifestations.—James C. 
MELBY, M.D., JoHn P. STREET, M.D., and C. J. WATSON, 
M.D., J.A.M.A.. 162:174. 1956. 
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Treatment | 
of a Fractured Clavicle 


JOEL E. MANDEL, M.D. 


District of Columbia General Hospital 
Washington, D.C. 


Here Is A NEAT, comfortable, effective and easy-to- 
apply plaster of Paris “‘figure-of-eight” bandage for 
the treatment of a fractured clavicle. The only ma- 
terials needed are: 

1. Two-inch stockinette. 

2. Felt padding, %4—'% inch thick. 

3. Two rolls of 3-inch plaster of Paris, and 

4, Two medium-sized safety pins. 

The steps are as follows: 

Cut two lengths of stockinette, each about 32 inches 
long. Cut the felt padding into two strips, each 2 
inches wide by about 24 inches long. (The length can 
be measured quickly and accurately enough, by using 
the previously cut 32-inch lengths of stockinette as a 
length-guide, and cutting the felt pads about 8 inches 
shorter.) 

Next, using the cut felt strips as a guide, a 3-inch 
plaster roll is folded over and over, into a flat splint, 
about 22 inches long (1 to 2 inches shorter than the 
felt strips) until the roll is used up. This 3-inch splint 
is then folded lengthwise, thereby ending up with a 
thick splint 14% inches wide and about 22 inches long. 
The same is repeated with the second roll of plaster. 

The two strips of stockinette are then individually 


rolled up, as in preparing the stockinette for appli- 
cation in an ordinary cast. The plaster strips are then 
dipped in water, the excess water pressed out, and 
each is laid on top of one of the felt strips and approxi- 
mately centered there. 

Each one of the plaster-felt combinations is then 
enclosed in a sleeve of stockinette by merely rolling 
the stockinette over them. One of these is now placed 
on each shoulder, felt side toward the skin; and with 
the patient holding his shoulders backward, one end 
is brought under the axilla, while the other end is 
brought over the shoulder. All four ends of the stocki- 
nette are then brought backward, toward the mid-line 
of the back. Here they meet, and are secured snugly 
with the safety pins, one from over the shoulder meet- 
ing the opposite one from under the axilla, and vice 
versa, as shown in the two photos below. 

With the “figure-of-eight” now in place, and while 
the plaster has not yet hardened, it is gently molded 
with the fingertips to the patient’s comfort and con- 
tour, especially in the axillae and over the clavicles. 
Depending on the patient’s age and stature, there may 
be an inch or two of excess stockinette, the ends of 
which can be trimmed off. The average time for appli- 
cation is less than five minutes, after you have put on 
one or two. : 

In children, 5 to 7 years of age and younger, de- 
pending on their stature, the same apparatus can be 
used, only without the plaster. Another minor varia- 
tion, when using the apparatus without plaster in 
young children, is to use several layers of sheet- 
wadding instead of felt for padding inside the stocki- 
nette. When in use without plaster, in children, the 
child’s mother should be instructed to check for snug- 
ness each day; and if the stockinette has stretched 
some, it is simple for her to tighten it by readjusting 
the safety pins. 
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[reatment 
_ of Vascular Headache 


Headaches 
of vascular origin 
are frequently encountered, 
Their mechanism 
is fairly well understood. 
and specific treatment 

is available. 
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RUSSELL N. DE JONG, M.D. 


University of Michigan 
Ann Arbor, Michigan 


A HEADACHE is said to be one of the most common ills 
to which the human race is heir. It is a frequent pre- 
senting complaint of patients who seek medical help, 
both from their own private physicians and from a 
variety of specialists including neurologists, ophthal- 
malogists, otolaryngologists and others. Headache 
temedies are among the first on the lists of the pur- 
veyors of nostrums. The problem of headache presents 
a constant challenge to all physicians. 


Mechanisms of Head Pain 


Like any other pain, a headache is a symptom and 
not a disease. Consequently, the diagnosis and at- 
tempts at treatment of cephalalgia, as such, are not 
sufficient. The symptom may be one of minor signifi- 
canee in many instances, but it may also be the first 
manifestation of grave disease; it may be of either 
organic or psychogenic origin. The physician, if pos- 
sible, must diagnose the type and etiology before 
attempting to institute therapy. The presence of a 
headache, especially if severe or frequent, should al- 
Ways warrant a complete investigation of the patient 
by both history and examination, in order to recog- 
nize or exclude one or another of the possible serious 
causes. 

Recent advances in understanding the mechanisms 
of headache have improved the physician’s ability to 
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The Treatment of Vascular Headaches 


Department of Neurology, University Hospital 


Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This is the tenth of twelve 
from the University of Michigan. 


Practical Therapeutics 


use pharmacotherapy and other methods of treatment 
effectively for the relief of chronic and recurring varie- 
ties. Detailed experimental studies have indicated that 
there are certain basic abnormalities or disturbances 
of function that are responsible for most if not all 
types of headaches. These are as follows: traction on 
or displacement of the intracranial venous sinuses and 
their contributing veins; distention or dilatation of 
the intracranial arteries (both extracerebral and intra- 
cerebral), as well as of the major extracranial arteries; 
traction on the large arteries at the base of the brain 
and their major branches, as well as traction on the 
major extracranial arteries; inflammation in or about 
or irritation of various pain sensitive structures of the 
head: the muscles, tendons, fasciae, and basal dura; 
direct pressure, as by tumors, on the cranial and 
cervical nerves that carry pain afferent impulses from 
the face or head. Traction, distention, displacement 
or inflammation of the cranial vascular structures are 
chiefly responsible for intracranial pain, and distention 
of extracranial vessels and involvement of the muscles 
and fasciae, or direct affection of the sensory nerves, 
for extracranial pain. 

While the etiology of headaches is legion, those of 
vascular origin make up a very important group for a 
number of reasons: (1) The mechanism of these is 
fairly well understood at the present time. (2) They 
constitute a large percentage of the chronic or recur- 
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MEGRIM, SICK-HEADACHE, 


ETC, 


CHAPTER I. 


Meyrin ; Identification of Natural Group of Disorders 
under thie Name ; Illustrative Cases. 


¢ hee maladics commonly known by the names of Mc- 
grim, Sick-headache, Blind-headachc, Bilious-hcadachc, 
2 others, form a natural group or family of dis- 
rercived adequate recognition in our 

names as Icemicrania, Cephal- 


hy and the like, correspond 
perfectly. 

me of their most impor- 
f @ very intense kind, 
character of the group, 
> the special features of 
of tusis ; and‘ Bilious” points to a 
‘ausation, which, shall see in duc 
back to the when the ancient 

till prevailed. 
+, that the vernacular Megrim, which is 
‘y, and has an equivalent in most Euro- 
“he Migraine of the French, and Migriine 
‘ired by conventional usage a meaning 
wsive of the whole group than any 
is well known, more 
meciseval of the wpuxpavia, Hemicrania, 


Figure 1. Fortification scotoma seen during the prodromal phase of 
migraine. 


ring headaches. (3) There have been definite advances 
in their treatment. 

Migraine, both the “‘classical” type and the various 
atypical migraines or migraine equivalents, may be 
considered among the commonest and most important 
of the vascular headaches, and the more or less classi- 
cal variety of migraine will be discussed first, followed 
by a brief review of other important headaches of 
vascular origin. 


Migraine 


A migraine headache is a specific type of recurring 
headache which occurs in individuals who are other- 
wise well. It is often severe and incapacitating and 
may last from half an hour to three or four days. It 
has been estimated that 5 to 10 per cent of the popu- 
lation are subject to this type of cephalalgia. It occurs 
in both sexes, although two to three times as frequent- 
ly in women as in men; and in women the attacks 
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frequently occur at the time of the menstrual periods, 
and may be absent during preghancy and after the 
menopause. 

The headache is dull, throbbing or piercing in type, 
and is frequently restricted to one-half of the head. It 
often starts over one eye and radiates backward, al- 
though it may start at the back of the head and then 
proceed forward. It may alternate from side to side in 
attacks. A family history of similar headaches may be 
found in a large percentage of patients. Some author- 
ities state that in over 60 per cent of cases, migraine 
is definitely inherited; and there are other statistics 
that cite even 'a higher percentage. 


PHASES OF MIGRAINE 


In typical migraine, three phases are described: the 
prodromal phase, or the preheadache symptoms; the 
dromal phase, or the headache symptoms themselves; 
and the postdromal phase, or residual symptoms. 

Among the prodromal manifestations, visual dis- 
orders are perhaps the most common. There may be 
the sudden occurrence of a visual scotoma, often em- 
bellished at its edges with zigzag lines (“fortification 
spectra”), spreading slowly over one or at times both 
visual fields and disappearing within the course of a 
few minutes to an hour (Figure 1). Other visual mani- 
festations may consist of bright flashes of light before 
the eyes, blurred vision, hemianopia, diplopia or 
photophobia. Other prodromal symptoms include an 
aura characterized by drowsiness, or a feeling of ex- 
haustion, nervousness, irritability or tension. Some- 
times there are mood changes consisting of depression 
or anxiety, but there may be euphoria accompanied 
by increased appetite. There may be vasomotor dis- 
turbances with flushing, pallor, chills or sweating; 
vertigo may be complained of, and on occasion there 
may be parasthesias or even pareses of the face, hands 
or one half of the body, or occasionally aphasia. One 
is always concerned about the diagnosis of migraine, 
however, if there are severe hemisensory, hemiparetic 
or focal cerebral manifestations. 

The prodromal manifestations just described may 
disappear before the onset of the headache proper or 
they may continue into the period of development of 
the cephalalgia. The pain, described above, is usually 
hemicranial, although it may be bilateral, especially 
in severe attacks. It may be so mild that it is not in- 
capacitating to a patient, or it may be so severe that 
he is unable to continue with any activity whatever. 
It is very frequently accompanied by anorexia and 
nausea and sometimes by vomiting, and there may be 
associated abdominal symptoms such as distention, 
diarrhea or polyuria. Photophobia often continues 
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during the course of the headache. When the pain 
finally leaves, there may be residual neck and head 
muscle tension and pain, and often a feeling of ex- 
haustion and a desire for sleep. 


ETIOLOGY 


Various etiologic factors have been hypothesized ; 
and it is known that allergic, endocrine and metabolic 
changes may be at the basis of a certain percentage of 
cases of migraine, but the individual attacks are in 
most instances precipitated by psychologic factors. 
The patient who is subject to migraine has certain 
personality characteristics. The attacks, while they 
may occur in individuals in all walks of life, are more 
frequent in the “thinkers” than in the “doers,” that 
is, in the professional and semiprofessional groups. 
Patients subject to migraine are likely to be tense, 
nervous, worrisome, overly conscientious individuals 
who work hard and fatigue easily. They are sensitive 
to criticism and are subject to doubts and fears. They 
react strongly to all stimuli. The woman with migraine 
is characteristically a meticulous, fastidious housewife 
and the man is often over-ambitious and exacting, 
with an exaggerated sense of responsibility and a per- 
fectionistic attitude toward himself and toward every- 
one else. In people of this type any change from the 
normal may bring on an attack. Fatigue, over-work, 
loss of sleep, worry, hunger, anger, resentment, frus- 
tration or excitement may be the precipitating or 
contributing factors. 

It is known at the present time that a migraine 
headache is a vascular phenomenon and that the 
symptoms are the result of constriction followed by 
dilatation of certain cranial arteries. In the prodromal 
phase there is constriction of certain arteries, possibly 
intracranial as well as extracranial, and the visual 
manifestations may be the result of such constriction 
of vessels supplying the occipital cortex. During the 
stage of headache itself, certain extracranial arteries, 
especially the branches of the external carotid, lose 
their normal tone and then become markedly dilated 
(Figure 2). As blood rushes through them, there is 
pressure on neighboring nerves, the dural and extra- 
cranial arterial neural plexsuses are stimulated, and 
throbbing pain results (Figure 3). One may note on 
occasion that the ipsilateral temporal artery is dilated, 
and sometimes the headache can be relieved by pres- 
sure on the carotid artery. As the headache and vaso- 
dilatation persist, the affected arteries become thick- 
ened due to edema and become rigid and pipelike, 
and when this occurs the pain becomes steady rather 
than throbbing and pulsating. The postdromal phase 
is the period of exhaustion following the attack, and 
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Figure 2. Dilatation of branches of the external carotid artery; this is 
responsible for the headache phase of migraine. 


the persisting dull, steady head and neck pain are 
probably secondary to the muscle spasm and tension 
that developed during the period of the headache 
(Figure 4). 


‘TREATMENT 


In treating migraine, two objectives are to be borne 
in mind: first, treating or shortening the individual 
attack, and second, the prevention of recurrence or 
lengthening of the intervals between the headaches. 
The first principle in treatment is to start the moment 
the first sign of trouble appears. The earlier therapy 
is started, the more successful it will be. If the attack 
is mild, aspirin or some allied analgesic, often accom- 
panied by mild sedative or by caffeine, may bring 
about adequate relief, and the patient may be able to 
continue with his normal activity. If the attack is 
somewhat more severe, he may have to rest in a dark- 
ened room for a period of time. Sometimes the appli- 
cation of cold packs to the head may give relief. 
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Figure 3. These drawings illustrate three phases of vascular dysfunc- 
tion. Asove: Vasoconstriction during prodromal phase. Mivvte: 
Vasodilatation and nerve compression during headache phase. 
Betow: Edema of vessel wall and persisting nerve compression in 
untreated migraine. 
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Occasionally the patient notices relief from pain follow- 
ing vomiting, and some individuals even induce 
vomiting. 

The major therapeutic measure in the treatment of 
the severe attack is the use of drugs to counteract the 
vasodilatation, and the earlier these are used the more 
effective they are in bringing about relief. Some 
authorities have suggested the use of small doses of 
vasodilators during the phase of vasoconstriction to 
relieve the resulting tissue ischemia, and have recom- 
mended a trial of nitroglycerine or carbon dioxide. 
The prodromal stage, however, is usually rather brief, 
and is almost invariably followed by the stage of dilata- 
tion, and it is entirely possible that the use of vaso- 
dilators early in the course of the attack may aggra- 
vate the later headache, so in most cases it is best to 
avoid the use of any dilator, but instead administer 
vasoconstricting drugs at the very onset of the head- 
ache or on occasion even late during the stage of 
vasoconstriction to prevent later vasodilatation (Fig- 
ure 5). The earlier these drugs are used the more 
effective they are. If they are not given until late in 
the attack, when edema of the vessel wall is already 
present, they have little if any effect. 

Various vasoconstrictors have been used in treatment 
of migraine, but the most effective one, that has 
stood the test of time, is ergotamine tartrate. This is 
specific in 70 to 90 per cent of patients with migraine, 
and is so successful in most cases that it may be used 
as a therapeutic test. Ergotamine tartrate is not an 
analgesic, a sedative or a narcotic and does not help 
in headaches other than those characterized by vaso- 
dilatation. It reduces the amplitude of vessel pulsations 
and is specific in man in therapeutic doses. 

Standard ergotamine tartrate is given either by 
mouth or parenterally. Tablets of 1 mg. are available 
for oral or sublingual use. One or two tablets may be 
taken at the onset of a headache. If the headache is 
not relieved, an additional tablet may be taken every 
half hour, as needed, to a maximum of six in one day. 
If the patient is unable to take oral medication because 
of nausea and vomiting, or if more prompt relief of 
pain is indicated, ampuls are available containing 0.5 
mg. of ergotamine tartrate, and one such dose, given 
subcutaneously or intramuscularly, may bring about 
dramatic improvement; this is a maximum dose for 
one day. The first time that ergotamine tartrate is 
given parenterally, however, it is best to use only half 
an ampul (0.25 mg.). There are some patients who 
cannot tolerate ergotamine, and it may on occasion 
cause gastrointestinal disturbances, especially if taken 
after the headache has reached its peak. These symp- 
toms can sometimes be relieved by the use of atropine 
or related drugs. 
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In addition to the gastrointestinal side effects of 
ergotamine (nausea, vomiting and abdominal pain), 
there may on occasion be other symptoms, such as 
peripheral vascular manifestations and numbness and 
tingling of the hands and feet. Because of its potential 
elects on the vascular system and the uterus, ergota- 
mine should be avoided in patients with occlusive 
vascular disease, arteriosclerosis or hypertension, 
coronary sclerosis, history of angina, pregaancy, septic 
infectious states or impaired renal or hepatic function. 
Even in persons without any of these, ergotamine tar- 
trate should not be given in the maximum daily dosage 
mentioned above with undue frequency, and probably 
not more then two or three times a week. Although 
there have been very few instances of actual toxic 
elects of ergotamine when used for the treatment of 
migraine, there is a tendency for some patients to use 
it in increasingly larger doses, and the possibility of 
vascular damage must always be borne in mind, especi- 
ally in older persons. Also it is probable that a certain 
amount of tolerance towerd the drug develops when 
used over a long period of time, and with this develop- 
ment of tolerance there is a tendency to increase the 
size of dose and the frequency of administration. 
Furthermore, ergotamine produces powerful vaso- 
constriction, and it may be that after the constricting 
effect wears off a rebound phenomenon of acute dilata- 
tion occurs, resulting in pain and requiring further 
ergotamine to constrict the vessels and reduce the 
amplitude of pulsation. There may be a cycle con- 
sisting of dilatation and pain, with vasoconstriction 
and relief resulting from the use of ergotamine, fol- 
lowed in turn by secondary dilatation and pain. Thus, 
in some patients, the ergotamine may relieve the head- 
ache for which it has been administered and also 
lad to increased frequency of such headaches. 

Dihydroergotamine methane-sulfonate (D.H.E.45), 
arelated preparation, is less likely to produce gastro- 
intestinal symptoms than ergotamine tartrate, and as 
ithas less vascular effect, is in general a safer drug to 
use. It is available only for parenteral use, and comes 
inampuls containing 2 mg.; one-half or a full ampul 
may be given intramuscularly or subcutaneously at 
the onset of an attack. Unfortunately this drug is 
generally less effective than ergotamine itself. Ergomar 
(Nordson) is a modified form of ergotamine tartrate 
possessing a high degree of solubility. Processed in 
tablets of 2 mg. for sublingual administration, it is ab- 
“orbed rapidly and has prompt effect. 

It has been found that the addition of various other 
drugs to the ergotamine may add to the effectiveness 
of the latter. Cafergot (Sandoz) is a combination of 1 
mg. of ergotamine tartrate and 100 mg. of caffeine. 
This is often more effective than the ergotamine alone 
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Figure 4. Tension and spasm of scalp and‘neck muscles responsible 
for residual head and neck pain. 


and may be given orally in the same dosage (1 to 2 
tablets at the onset of the headache, followed by 1 
every half hour, if headache persists, to a maximum 
of 6). Because of the amount of caffeine in the tablet, 
however, it may be best to use straight ergotamine if 
more than two or three tablets are necessary. If gastro- 
intestinal symptoms and nervous tension are promi- 
nent, Cafergot P-B (Sandoz) tablets may be used; 
these contain | mg. of ergotamine, 100 mg. of caffeine, 
30 mg. of pentobarbital, and 0.125 mg. of Bellafoline. 
Wigraine (Organon), also a very effective preparation 
and one used in the same dosage of Cafergot, contains 
1 mg. of ergotamine, 100 mg. of caffeine, 0.1 mg. of 
belladonna alkaloids, and 130 mg. of acetophenetidin. 
Migral (Burroughs-Wellcome) may relieve both head- 
ache and vomiting; it contains 1 mg. of ergotamine 
tartrate, 50 mg. of caffeine, and 25 mg. of cyclizine 
hydrochloride (Marezine). Chlorpromazine also seems 
to add to the effectiveness of ergotamine and may be 
given in combination with ergotamine and caffeine. 
The above medications are also available in the form 
of suppositories. These are often quite effective. They 
act more quickly than oral preparations and may be 
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MIGRAINE ATTACK 


MIGRAINE ABORTED 


Figure 5. Anove: Vasoconstriction followed by dilatation occurring 
in a typical migraine attack. BeLow: Aborting of the migraine at- 
tack by administration of vasoconstricting drugs just prior to phase 
of vasodilatation. 


given to persons who cannot take medicine by mouth 
because of nausea and vomiting. Cafergot suppositories 
contain 2 mg. of ergotamine tartrate and 100 mg. of 
caffeine ; Cafergot P-B suppositories contain the same 
along with 0.25 mg. of Bellafoline and 60 mg. of pento- 
barbital sodium; and Wigraine suppositories contain 
the same dosage as the Wigraine tablets. It is best to 
give one-half to one suppository rectally at the onset 
of a headache; if only a half suppository was used, 
this same amount may be repeated in one-half hour. 
It is best to use not more than one (or in exceptional 
cases, two) suppositories in one day. 

Octin (methyliso-octenylamine, Knoll) is another 
antispasmodic drug which acts as a vasoconstrictor in 
some patients and in them may prove useful in reliev- 
ing headaches of the migraine variety. It is seldom 
used by mouth, but on occasion, the 130 mg. tablet of 
Octin mucate is of value. When administered parenter- 
ally the preparation Octin hydrochloride is given in a 
dose of 0.5 to 1.0 cc. intramuscularly. This drug may 
be used with safety during pregnancy, but it may 


cause hypertension and should never be given to 


patients with vascular disease. 

Unfortunately, vasoconstrictor drugs are not always 
effective in the treatment of migraine. Some patients 
cannot tolerate them or get no relief from them; if 
they are given too late in an attack, they are not 
effective; if cranial muscle spasm develops or is part 
of the attack, drugs other than vasoconstrictors are 
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necessary: Under these circumstances, it may b« es- 
sential to use analgesics of various types with or in 
place of the ergotamine. Aspirin, acetophenetidin or 
any of the other analgesics drugs may be given, and 
it may on occasion be necessary to resort to the use 
of codeine. Because of the chronicity and recurrence 
of migraine, however, it is best to administer codeine 
sparingly, and other narcotic drugs should be strictly 
avoided. 

There are many other preparations which have been 
advocated for the relief of migraine headaches. These 
include, among others, nicotinic acid, thiamine, his- 
tamine, antihistaminics, endocrine products, steroids, 
amphetamine and many others. None of these has 
proved to be of specific value, but certain of them may 
be indicated for the treatment of some underlying 
dysfunction which may aggravate or precipitate the 
migraine state. 


PREVENTION OF MIGRAINE 


The second objective in the treatment of migraine 
is the prevention of the attacks or the lengthening of 
the intervals between them. It is important to review 
the patient’s case thoroughly and to remove or treat 
all possible precipitating causes or underlying mechan- 
isms, including allergic factors, toxins, infections or 
endocrine disturbances. The sufferer must not be 
treated just for his headache, but he must be examined 
and treated for any physical, mental or emotional de- 
fect that he may have which may in any way be re- 
sponsible, and every disease process should be cor- 
rected. Migraine is a complex disorder, and a method 
that cures one patient may not help another. There- 
fore, extensive examinations and treatments may be 
necessary for adequate control of the condition. 

The most important aspect of therapy, however, is 
the treatment of the total personality, not just the 
headache. The patient must be helped to understand 
why he has headaches, and he must learn to avoid the 
things that cause them. He must be taught to recog- 
nize the earliest warning signals that may precede an 
attack, so that treatment may begin immediately. The 
keeping of a record or diary of the attacks, with an 
attempt to associate them with certain foods or activi- 
ties, may help the patient to understand his problem. 
He must learn to avoid fatigue, strain and other factors 
that may be exciting causes of the headaches. 

General hygienic measures such as regular habits, 
regular meals and hours of sleep, and adequate out- 
door exercise are important. Erroneous habits and 
ideas of living and undesirable environmental factors 
must be eliminated. Any excesses or overindulgences— 
physical strains or excesses in eating or drinking— 
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should be avoided. The patient must understand that 
emotional responses to situations may be responsible 
for many of the attacks, and he must learn to avoid 
such emotional situations. 

If attacks have been occurring frequently, rest and 
relaxation may be important in treatment. Occasionally 
asmall amount of a sedative or tranquilizing drug may 
be given over a short period of time to decrease the 
nervous tension. Bellergal tablets (Sandoz) containing 
0.3 mg. of ergotamine tartrate, 0.1 mg. of Bellafoline 
and 20 mg. of phenobarbital may also reduce the fre- 
quency of headaches. The most important objective 
in the treatment of migraine, however, is helping the 
patient to understand himself so that he may change 
his mode of living in order to bring about relief. 


Atypical Migrainous Syndromes 


Atypical migrainous headaches and migraine equiva- 
lents or variants may include many variations and 
formes frustes. Some of these are difficult to differenti- 
ate from migraine, and others from psychogenic head- 
aches and neuralgic pains. In some instances they re- 
spond to therapy with drugs of the ergotamine group. 
although often they require more individual therapy. 


HIsTAMINE CEPHALALGIA 


Perhaps the most frequently encountered variety of 
atypical migraine is that in which the clinical picture 
consists of attacks of periodic excruciating and agon- 
izing pain, situated in and over one eye, and associated 
with injection and tearing of the eye and stuffiness 
of the nose; these headaches characteristically occur 
in groups or clusters. This type of headache has been 
known by various names. It was first described com- 
pletely in this country by Horton, who referred to it 
as erythromelalgia of the scalp and later as histamine 
cephalalgia, but others have referred to it as cluster 
headache, Horton’s syndrome, migrainous neuralgia 
and other terms. 

As with migraine, the pain here is unilateral; it is 
usually restricted to the eye or the supraorbital area 
but on occasion extends to the upper jaw, occipital 
region, neck and shoulder. The attacks are briefer than 
those of migraine and often last from only 20 minutes 
to an hour. The pain frequently comes on at night 
and awakens the patient, who may have two or three 
more recurrences during the night. The headaches, 
however, also may occur during the day. The pain is 
rarely accompanied by vomiting, but there is usually 
congestion of the conjunctiva on the affected side, with 
lacrimation and unilateral rhinorrhea, and there may 


be stuffiness of the nose. Drooping of the upper lid on 
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the affected side or even a Horner’s syndrome is not 
uncommon. This type of headache is most often en- 
countered in men over 40 years of age, and the attacks 
tend to occur in a series; remissions and exacerbations 
take place spontaneously. The patient may have daily 
(or nightly) attacks of pain for a period of six weeks to 
two months and then be free from symptoms for six 
months or so, followed by another series lasting for 
six weeks to two months. While the attacks occur 
most frequently in the spring and fall, no seasonal re- 
lationship is definitely observed. 

These headaches, like migraine, are the result of 
vasodilatation, and may often be precipitated by an 
injection of histamine or some other vasodilator. The 
use of alcohol often precipitates attacks in patients 
during a series of headaches, but during a free period 
these patients can use alcohol with impunity. 

Because of the fact that these headaches, in patients 
subject to them. can be produced by the subcutaneous 
injection of histamine, Horton suggested that a localized 
sensitivity to histamine was responsible and suggested 
treatment by means of histamine desensitization. This 
is carried out by the subcutaneous injection of increas- 
ing doses of histamine, starting with 0.025 mg. of 
histamine base and working up, by means of twice 
daily injections, to 0.1 mg., then giving this amount 
twice daily for eight days, then every other day, and 
finally once a week as a maintenance dose. This mode 
of therapy does seem to be of value in certain patients, 
but it appears to be of decreasing help with repeated 
series of attacks and one must certainly question 
whether the time necessary to build up the dose of 
histamine rather than the actual “desensitization” is 
the factor responsible. There is probably some value 
in trying the desensitization regimen, especially the 
first time a patient is treated for a headache of this 
type, but its actual effectiveness is certainly contro- 
versial. Antihistamines have not proved to be of any 
value whatever. 

Ergotamine and related drugs such as are used in 
migraine are also effective in controlling the indi- 
vidual attacks of this atypical migraine. Because of the 
brevity of the individual attacks, however, these drugs 
are not very practicable if used in the same manner 
as in treating migraine. On the other hand, ergotamine 
can be used prophylactically in treating headaches of 
this type much more effectively than in migraine. If 
the attacks are mainly nocturnal, the patient may be 
given ergotamine by mouth, parenterally or by sup- 
pository each night before retiring; if the attacks occur 
during the day as well as at night he may be given the 
medication both before retiring and on arising. If the 
headaches are completely controlled by this measure, 
the ergotamine can be omitted for a dose or two, and 
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if headaches do not recur the physician may deduce 
that a remission has taken place. If headaches still 
occur after the ergotamine has been omitted, its use 
should be continued for another week or two, and 
then a trial withdrawal carried out again. 


Temporal Arteritis 


Temporal arteritis is characteristically limited to 
elderly patients. The headache is often severe and 
throbbing and is located in the temporal or frontal- 
temporal area on one or both sides. There is associ- 
ated tenderness and hyperesthesia of the scalp and 
the temporal arteries are found to be inflamed, swollen 
and sensitive and tender to even the slightest pressure. 
The pain is frequently increased while eating because 


the movements of the temporalis muscle involve the’ 


inflamed vessels running across it. There often are 
associated symptoms of generalized infection. lack of 
appetite, loss of weight, malaise and low-grade fever, 
and in nearly one-half of the patients there are visual 
defects due to ischemia of the optic nerve or retina. 

Temporal arteritis. with the exception of the ocular 
manifestations, is usually a self-limited condition, but 
the pain may be excruciating and analgesics and nar- 
cotics may be necessary for its relief. Adrenal corti- 
costeroids have proved to be of some value in con- 
trolling both the local and systemic symptoms and in 
hastening recovery, and they also seem to be impor- 
tant in relieving the visual symptoms and preventing 
relapses. 


Hypertension and Other Vascular Diseases 


Chronic vascular disease, either arteriosclerosis or 
hypertension but usually the latter, is a common cause 
of headaches, especially in elderly individuals. It is 
stated that 45 per cent of the patients with hyper- 
tension. have headaches. There is often associated 
tinnitus and vertigo and there may be vomiting, tran- 
sient paralyses or paresthesias, periods of aphasia, 
confusion, memory loss, emotional lability and general 
evidence of loss of cerebral function. The typical hy- 
pertensive headache comes on about 4 or 5 o’clock in 
the morning. It awakens the patient and may go away 
when he gets up. It is associated with increased intra- 
cranial pressure, but not relieved by decrease of such 
pressure. It is interesting that the hypertensive head- 
ache is sometimes relieved by splanchnicectomy even 


though the blood pressure does not remain low fter 
such an operation. 

Symptomatic treatment for hypertensive headaches 
is limited to the use of analgesics and related drugs. 
Codeine may be utilized if necessary, but its use should 
be avoided as much as possible. The judicious ad- 
ministration of antihypertensive or tranquilizing drugs 
may prove to be very effective in the relief of the head- 
aches, but the possibility of associated vascular, cardiac 
and renal disease must be taken into consideration 
before embarking upon any measure that may lower 
the blood pressure drastically. It is obvious that 
ergotamine tartrate and related drugs are strictly 
contraindicated in patients with hypertensive head- 
aches. 


Cerebral Aneurysm 


Cerebral aneurysm should be suspected in any 
patient suffering from recurrent unilateral headache 
which always occurs on the same side. Many patients 
with true migraine or atypical migraine will state that 
their headache is usually on one side or the other, but 
there will have been occasional episodes when the 
contralateral portion of the head has been involved. 
The headache of cerebral aneurysm is also frequently 
accompanied with objective neurologic signs, such as 
ptosis of the eyelid or temporary paralysis of one of 
the extraocular muscles producing diplopia. It is not 
uncommon for the first warning of cerebral aneurysm 
to be given by the occurrence of a subarachnoid 
hemorrhage. The fact that headache due to a cerebral 
aneurysm can sometimes be relieved by a vasocon- 
stricting agent may on occasion lead to an incorrect 
diagnosis of migraine in the presence of an aneurysm. 

Severe headaches may occur with either cerebral 
hemorrhage or subarachnoid bleeding. Increasing 
severity of headache may precede an intracerebral 
ictus, but in subarachnoid hemorrhage the pain may 
come on precipitously. The latter diagnosis should be 
borne in mind if there is a sudden onset of severe 
nuchal or occipital pain with resulting meningeal 
signs, retraction of the neck, photophobia and con- 
fusion. The diagnosis can be confirmed by spinal 
puncture. 


A coupon for ordering a bibliography accompanying 


this article may be found adjacent to or near the Index to 
Advertisers. 
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Individualized Fluoridation 


Q. I would like some information on dosage and dosage 
forms for fluoride medication in infants and children 
where the water supply contains less than one part per 
million fluoride ion. Thank you. 


(Our expert felt this question could best be answered 
by the following report which appeared in the Journal 
of the American Dental Association.) 


A. The Council on Dental Therapeutics has received 
many inquiries from dentists and physicians concern- 
ing the administration of dietary fluorides on an indi- 
vidual or prescription basis. In many cases, the practi- 
tioner wishes to begin immediately to provide the 
dental benefits of fluoride for his children or the 
children of patients who do not have access to drinking 
water with an optimum level of fluoride. 

It should be emphasized that prescribing fluoride 
supplements 1 is not a substitute for community fluorida- 
tion programs. Fluoridation of a municipal water 
supply ensures the availability of adequate dietary 
fluorides to all children who reside in the area served 
by the water system. Fluoridation is a classic example 
of a public health procedure since it serves the entire 
population, requires no conscious and sustained effort 
on the part of the individuals within the community 
and automatically restricts individual consumption of 
the fluoride supplement to levels which have been 
shown to be safe. There is increasing evidence also that 
some protection is provided for teeth which erupted 
prior to the use of the fluoride-bearing water. This 
finding suggests that continued use of the fluoridated 
water provides additional benefits perhaps through 
contact with teeth surfaces. 

None of the procedures for individual administration 
of fluoride supplements completely duplicates the 
situation which exists when the entire community water 
supply contains fluoride at the optimum level. It is not 
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These will be answered by authorities 
in appropriate fields of therapy and diagnosis. 
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certain, therefore, that a child will receive as much 
benefit through conscientious use of prescribed fluoride 
as through residence in a community where a fluorida- 
tion program is in operation. Cost per child in the use 
of individual preparations is much greater than the 
pro rata cost of a community fluoridation program. The 
results of limited observations suggest that only a small 
proportion of parents will continue the conscientious 
administration of fluoride supplements to children 
over the long periods required in the development of 
caries-resistant teeth. 

Certain potential hazards not associated with a com- 
munity fluoridation program may attend the individual 
use of fluoride supplements. It is the opinion of the 
council that concentrated forms of dietary fluorides 
should be available only on a prescription basis because 
the safe and effective use of these preparations requires 
professional supervision. The careless storage of con- 
centrated fluorides in the home could result in acci- 
dental poisoning of children. A further potential hazard 
is the possibility of careless or improper administration 
of excessive amounts of fluorides to young children 
over a protracted period of time especially where the 
drinking water contains a significant concentration of 
fluoride. Resulting dental fluorosis would not be de- 
tected until the eruption some years later of the teeth, 
that developed at the time of excessive fluoride intake. 
Because of their possible misuse and probable ineffec- 
tive use, except under careful professional supervision, 
the council strongly advises against the indiscriminate 
distribution of dietary supplements of fluorides. 

In spite of these limitations in their use, it may be 
desirable to prescribe fluoride supplements for young 
children in selected instances where there is strong 
motivation on the part of the parent and a clear realiza- 
tion of the need for careful regulation of the daily in- 
take. This conclusion is based largely upon presump- 
tive evidence but it is also supported by observations 
in a limited number of children who were given tablets 
of sodium fluoride and examined over periods of time 
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sufficient to reveal any indications of dental fluorosis 
and sufficient to provide suggestive evidence of the 
development of caries-resistant teeth. 

It is the opinion of the council that the following 
principles should be observed in the use of dietary sup- 
plements of fluorides: 

1. Concentrated fluoride preparations should be dis- 
pensed only upon prescription in order that adequate 
supervision may be provided for their safe and effective 
use. 

2. Supplementary fluorides should be prescribed only 
when the concentration of fluoride ion in the drinking 
water is known and is less than 0.7 part per million 
(p.p.m.). 

3. Dietary fluoride should be continuously available 
throughout the period of tooth formation. 

4. No more than 264 mg. of sodium fluoride should 
be dispensed at one time. 

5. Concentrated fluoride preparations should bear 
the warning statement: “Caution: Store out of reach 
of children.” ; 

6. Prescriptions should be limited to those instances 
where the parent may be expected to follow directions 
carefully. 

Use of a bottled water containing 1 p.p.m. fluoride 
ion has been suggested as most feasible during the first 
two years of life when substantially all drinking water 
is provided at home. 

This water is used also for the preparation of for- 
mulas and other food. The bottled fluoride water 
should meet established standards of sanitary and 
other quality control. 

Fluoride tablets may be employed with least difficulty 
in localities where the drinking water is substantially 
devoid of fluoride. The following prescription illus- 
trates their use: 


R Sodium fluoride tablets 2.2 mg. Dispense 
100. 

Label: Use according to written directions. 

Caution: Store out of reach of children. 


Written directions should be provided according to 
the age of the child as follows: 

1. Before 2 years of age. Add one fluoride tablet to 
each quart of water used for drinking purposes and for 
the preparation of formulas and other food. 

2. From 2 to 3 years of age. Every other day add one 
fluoride tablet to an amount of fruit juice or drinking 
water which the child will consume at one time. 

3. After 3 years of age. Administer one tablet each 
day in an amount of fruit juice or drinking water that 
will be consumed at one time. 

Prescriptions of fluoride solutions may be used more 
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conveniently in a locality where the drinking water 
contains a known significant level of fluoride but less 
than 0.7 p.p.m. The prescription below which spec ifies 
0.132 Gm. of sodium fluoride is written for use when 
the drinking water is devoid of fluoride. However, the 
amount of fluoride may be adjusted downward by 10 
per cent for each 0.1 p p.m. of fluoride ion in the drink- 
ing water. Thus when the level in the drinking water is 
0.6 p.p.m., the amount of fluoride in the prescription 
will be reduced by 60 per cent, that is, to 0.053 Gm. 
Similarly at a level of 0.4 p.p.m. the amount of sodium 
fluoride would be 0.079 Gm. and at a level of 0.2 p.p.m.. 
the prescription would specify 0.106 Gm. 


Sodium fluoride 0} 132 
Distilled water to make 240/|0 
Label: Use according to written directions. 
Caution: Store out of reach of children. 


Written directions should be provided according to 
the age of the child as follows: 

1. Before 2 years of age. Add one teaspoonful to 
each quart of water used for drinking purposes and for 
the preparation of formulas and other food. 

2. From 2 to 3 years of age. Every other day add one 
teaspoonful to an amount of fruit juice or water that 
the child will consume at one time. 

3. After 3 years of age. Each day add one tea- 
spoonful to an amount of fruit juice or water that the 
child will consume at one time. 

The prescriptions illustrated in this report have the 
advantage of simplicity and this factor may encourage 
the more conscientious use of the supplements. In the 
opinion of the council, any other prescription pro- 
cedure should also conform to the principles outlined 
in this report. When the drinking water is substantially 
devoid of fluoride the aim is to provide supplements of 
about 0.5 mg. of fluoride ion per day for children from 
2 to 3 years of age and about 1.0 mg. per day beyond 
3 years of age. As noted above, these amounts should 
be reduced appropriately in prescriptions issued for 
children who live in areas where the drinking water 
contains fluoride ion at levels of 0.2 to 0.7 p.p.m. Your 
local or state department of health may be able to pro- 
vide information concerning the fluoride levels of water 
supplies in your area. 

Since it appears that dietary fluoride provides its 
greatest benefit during the period of tooth develop- 
ment, one may assume that the child should receive 
adequate fluoride until at least 8 to 10 years of age. 
By this age, the crowns of all teeth but the third molars 
should be completed and about half of the permanent 
teeth will have erupted. 

No evidence is available to the council to support 
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the claim that prescription use of fluoride will provide 
dental benefits in adults. 

In its classification program, the Council on Dental 
Therapeutics will now give consideration to products 
containing sodium fluoride to be prescribed for use as 
dietary supplements. These products will be evaluated 
in accordance with the standards established in this 
report and in the council’s Provisions for the Acceptance 
of Products. 

Tablets containing fluorides in the form of calcium 
fluoride or bone meal have been classified in Group 
D’ (unacceptable) because it appears difficult or im- 
possible to provide an accurately controlled level of 
“effective” fluoride for the patient through the ad- 
ministration of these slowly soluble fluoride products. 


Rheumatic Fever 


Q. What is the present status of the rheumatic fever pro- 
gram now being carried out in Casper, Wyo. ? Is this 
still in the experimental stage or is it recognized 
prophylaxis which should be carried out in all com- 
munities ? The program consists of the routine taking 
of cultures from all children with any type of sore 
throat. (These are taken by mothers who volunteered 
for the work.) The cultures are examined in a Casper 
laboratory for hemolytic streptococcus type A. Those 
children showing this germ are automatically given 
an adequate coverage with penicillin by their own 
doctor. They claim a largely reduced incidence of 
rheumatic fever in their area since the inception of 
this program. Our local PTA is considering adopting 
this program, as several towns in Wyoming have 
done. Iam curious as to what the general acceptance 
of this program is. It occurs to me that there are many 
factors which must be considered and in this respect 
I should very much like to have your opinion con- 


cerning this program. 


No further reports have come to the attention of 
your consultant. The Casper project is an interesting 
experiment in an area of high endemic incidence of 
streptococcal infection and as such should be encour- 
aged and watched with further interest and with the 
hope that the long-range implications will be fully 
appreciated and that the careful study will continue. 
Itis probably unnecessary in most American commu- 
nities except in certain places, or during periods of 
epidemics, or when streptococcal infections are present 
in important numbers in a community. 


Eprror’s Nore: GP’s consultant suggested that Dr. 
Brenden Phibbs, Casper, Wyo., be asked to comment on 
the question. Here is Dr. Phibbs’ reply: — 


GP Apri! 1959 


“It is safe to state that the primary-prophylaxis 
program now underway in ten Wyoming communities 
has passed the experimental state and can be put into 
effect wherever needed. Communities with high en- 
demic infection rates or with epidemic situations could 
employ this type of prevention profitably. It would not 
be rewarding in communities in which rheumatic fever 
was not a major public health problem. The type of 
primary prevention organized here is simply an appli- 
cation to a civilian population of the principles evolved 
by Rammelkamp for control of streptococcal disease in 
military populations. This type of program, further, 
can only be effective where there are good laboratory 
facilities, and where treatment or exclusion from school 
is enforced by law. Halfway measures are a great deal 
worse than none at all in this regard.” 


Mother's Milk 


Q. I should appreciate very much your directing me to a 
source of literature which will explain more com- 
pletely current concepts regarding the important sub- 
ject of breast feeding. Since graduating from medical 
school in 1947, I have had many questions asked by 
women who wish to breast feed their babies. I should 
appreciate very much some factual basis on which to 
advise them. 


A. Nekan: Textbook of Pediatrics, Feeding of Infants, 
Breast Feeding p 96-104; 6th edition, 1954 (W. B. 
Saunders Co., Philadelphia). 

McQuarrie: Brennemann’s Practice of Pediatrics, vol. 
I, chap. 25; 1957 (W. F. Prior Co., Hagerstown, Md.). 

Jackson, E. B., Wilkins, L. C. and Auerbach, H: 
“Statistical Report on Incidence and Duration of 
Breast Feeding in Relation to Personal, Social and 
Hospital Maternity Factors,” Pediatrics, vol. 17, May, 
1956, p 715. 

Proy, L. G., Poindexter, N. L. and LeBien, W F.: 
‘Breast Feeding: A Four and One-Half Year Experi- 
ence,” Journal of Pediatrics, vol. 47, 1955, p 68-72. 

Gunther, M.: “Instinct and the Nursing Couple,” 
Lancet, vol. 1, 1955, p 575-8. 

Hytten, F. E., Yamstan, J. C., Thomasen, H. M.: 
“Difficulties Associated with Breast Feeding; A Study 
of 106 Primiparae,” British Medical Journal, No. 5066, 
Feb. 8, 1958, p 310-5. 

McClune, M. H.: ‘When She Chooses Breast Feed- 
ing,” American Journal of Nursing, 57 (8), August, 
1957, p 1002-5. 

Potter, H. W., and Klein, H. R.: ‘‘On Nursing Be- 
havior,” Psychiatry published by: William Alanson 
White Psychiatric Foundation (Washington), Feb. 
1957, p 39-46. 
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Treatment of Bacterial Endocarditis 


GrirFITH INDICATES that discovery and utilization of 
present-day antibiotics have changed the entire picture 
and course of bacterial invasion of the endocardium, 
and have made the designation of endocarditis as 
“acute” or “subacute” meaningless. Preferably, in 
classification, emphasis should be placed on the specific 
organism responsible for the bacterial invasion. 
Although the organism most commonly responsible 
for bacterial endocarditis in patients with rheumatic 
valvular disease or congenital lesions of the heart and 
vessels is Streptococcus viridans, this organism poses 
little problem in therapy because— along with pneumo- 
cocci, gonococci and Group A hemolytic streptococci 
—strains of Streptococcus viridans all are moderately 
or highly susceptible to penicillin therapy. Enterococci, 
which are relatively resistant to penicillin alone, now 
account for about 15 per cent of cases, contrasted with 
4 or 5 per cent in the preantibiotic era. Endocarditis 
due to enterococci or coliform organisms occurs most 
frequently in patients with infections of the genito- 
urinary or the intestinal tract, or after various diagnostic 
or therapeutic procedures carried out in those areas. 
Most stubborn chronic cases of bacterial endocarditis 
today are caused by staphylococci. Staphylococci have 
been found at the site of venous cutdowns, may follow 
the insertion of catheters for continuous venous infu- 
sion, or may gain entrance with the needle of the nar- 
cotic addict. Our present impotence in the face of 
staphylococcal endocarditis may be attributed to three 


factors: (1) failure to identify the organism and to rec- 


ognize its virulence, (2) inadequacy of treatment, and 
(3) delay in instituting treatment. With these factors 
in mind, the most effective program is the immediate 
institution of treatment, even before the organism is 
precisely identified. Once the organism has been iden- 
tified and its sensitivity to various antibiotics deter- 
mined, antibiotic attack can be directed against that 
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specific organism. Large doses of multiple antibiotics 
should be used with sufficient amounts given to cause 
blood levels between three and four times those indi- 
cated in the sensitivity studies. In cases where blood 
cultures remain negative despite persistence of the 
clinical picture of endocarditis, the patient should be 
treated heroically with very large doses of antibiotics— 
40 to 60 million units of penicillin, 1 to 2 Gm. of strep- 
tomycin, and 1 to 4 Gm. of chloramphenicol daily. 
(Dis. of Chest, 34: 553, 1958.) 


Neonatal Omphalitis and Pyelonephritis 


NORMALLY, as a reaction to the degenerating stump of 
the umbilical cord, a transient inflammatory reaction 
occurs in the area of the anterior abdominal wall through 
which the umbilical vessels pass. At times, however, 
pathogenic bacteria may contaminate this area and 
produce varying degrees of true omphalitis. The his- 
tologic differentiation of normal inflammatory changes 
from true omphalitis is frequently difficult. 

Spread of infection from omphalitis to other parts is 
usually considered to be via the umbilical arteries, less 
often the veins. However, it may extend directly into 
the peritoneal cavity, subcutaneously in any direction, 
or via the lymphatic vessels of the abdominal wall and 
urachus. 

Delaney describes three cases of neonatal death in 
which acute omphalitis was associated with acute py¢ 
lonephritis. There were no evidences of septicemia ot 
anomalies of the urinary tract. Jaundice and symptoms 
of kernicterus dominated each clinical course. In con- 
trast to previously reported cases, spread from ompha- 
litis by deep lymphatic channels is postulated in these 
cases. 

These are striking cases, not only because of the 
probability of this pathogenesis, but because of the 
rarity of pyelonephritis in the neonatal period. (J: 
Pediat., 54: 36, 1959.) 
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Surgical Complications in Staphylococcal Pneumonia 


THE INCIDENCE OF PNEUMONIA due to Staphylococcus 
aureus has risen sharply in the past year and, with the 
emergence of antibiotic-resistant strains of the or- 
gnism, has assumed a place of major significance. 
Watkins reports on the surgical complications of the 
disease, which are common and are a function of the 
universal pleural involvement. Even before the anti- 
biotic era, 45 per cent of cases of empyema in children 
under 1 year of age were due to the staphylococcus. 

There is an inverse ratio between age and the in- 
cidence of staphylococcic pneumonia and empyema. In 
thepathogenesis of the disease, microabscesses develop ; 
when these are located subpleurally, an empyema re- 
sults, If there is a bronchus in communication with the 
subpleural abscess, a bronchopleural fistula exists, or 
rupture of the pleura and a pyopneumothorax results. 
There is usually a stop-valve phenomenon at the ter- 
minus of the bronchus which may lead to a tension 
pneumothorax. All such complications may lead to 
overwhelming infections and acute, severe, often fatal 
respiratory embarrassment. 

Closed section drainage is the treatment of choice. 
Following healing of the empyema, fibrothorax may 
result if the drainage procedure was not begun early 
enough. 

A pleural decortication would be indicated for fibro- 
thorax. If the empyema should be loculated late in the 
course of therapy or if the bronchopleural fistula per- 
sists, an open decortication of the lung would be indi- 
cated. (Arch. of Surg., 77:508, 1958.) 


Epicondylitis of the Humerus 


PoRRETTA AND JANES report on the effect of treat- 
ment by injections of hydrocortisone in patients 
having epicondylitis of the humerus. This mysterious 
affliction occurs during the middle years of life, more 
often involves the lateral epicondyle than the medial, 
seems to have some relationship to handedness and 
therefore is observed more often on the right side. 
The chief manifestations are local pain and tender- 
ness. The pain is aggravated by an attempt to dorsi- 
flex the wrist against resistance if the lateral epicondyle 
is involved, or to flex the wrist against resistance if 
the medial epicondyle is involved. 

The usual technique of treatment at the Mayo 
Clinic at the present time is by injection, under sterile 
precautions, of 0.5 to 2.0 cc. of hydrocortisone acetate 
into the site of maximal tenderness. The results of 
such treatment of 95 epicondyles are shown in the 
diagram at the right. (Proc. Staff Meet., Mayo Clin., 33: 
303, 1958.) 
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Bronchopulmonary Sequestration 


BRONCHOPULMONARY SEQUESTRATION is a congenital 
anomaly in which an anomalous artery in the lung is 
associated with a dissociated bronchopulmonary mass. 
It is usually limited to a lower lobe. The vessel is usu- 
ally of systemic origin. The prevailing theory of the 
origin of bronchopulmonary sequestration is that an 
artery arises from an abnormal location, persists and 
detaches a bud from the remainder of the bronchial! 
tree. However, another holds that a developing lung 
bud “fractions” and subsequently attracts adjacent 
embryonic blood vessels. 

Warner and his colleagues report two instances of 
this anomaly in children, one of which involved an 
upper lobe and was associated with congenital absence 
of the pericardium. One 3-year-old girl had acute 
pulmonary infection, pleural effusion and a well- 
defined mass in the right hilar area. Following resolu- 
tion of infection and effusion, a cystic area at the right 
base containing an air-fluid level persisted. At thora- 
cotomy, five arteries were found coursing through the 
right diaphragm to the involved lung which contained 
two cysts, each lined with epithelium resembling that 
of terminal bronchi. 

Both patients were cured by surgical extirpation of 
the diseased tissue. When the sequestration is intra- 
lobar, lobectomy is indicated. Extralobar lesions may 
be excised without disturbing normal lung. (J. Pediat., 
53:521, 1958.) 
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Treatment of Goiter in Children 


THE ESSENTIALS of treatment of goiter in children, as 
presented by Crile, are summarized in the following 
table. 


Type of Goiter Method of Treatment 


Diffuse nontoxic Desiccated thyroid 


Nontoxic nodular Desiccated thyroid 
(rare in childhood) 
Solitary nodule Surgical removal 
Graves’ disease 1. Small doses of radioiodine 
or 

2. Subtotal thyroidectomy follow- 
ing preparation with antithyroid 
drugs 

Papillary carcinoma Surgical extirpation of all grossly 


involved thyroid and lymph node 
tissue 
Noteworthy in this table is the fact that desiccated 
thyroid, rather than iodine, is designated for the treat- 
ment of diffuse nontoxic goiter. Thyroid substance also 
has an important place in postoperative treatment of 
cancer. Crile believes that it should be given routinely 
and indefinitely to all patients operated upon for cancer. 
(Cleveland Clin. Quart., 24:210, 1958.) 


Coronary Artery Statistics 


IN AN EDITORIAL, Levine points out the statistical 
errors that explain some of the discrepancies in con- 
flicting reports on mortality in coronary artery 
disease. 

Most obvious is the fact that life expectancy after 
the onset of angina pectoris may be longer in one 
series than in another simply because the history was 
taken more accurately. An earlier date of onset may 
be detected by more skillful questioning. Other obvi- 
ous factors are the rigidity for the criteria for a diagno- 
sis—for example, the electrocardiographic evidence 
of myocardial infarction—and the age group of the 
population from which the cases are drawn. 

Levine points out the importance of the prompt- 
ness with which the physician or consultant sees the 
patient. 

Consider a patient with acute myocardial infarc- 
tion that occurs on Tuesday. If the case proves to 
be fatal on Wednesday, it will be included in the 
statistics of one physician, but not in the statistics of 
a consultant who was planning to see the patient on 
Friday. Thus, the figures for immediate mortality may 
be better in the large series of a busy consultant, not 
because his treatment is better, but because he was 
less quick in response to a call for his services. 
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Finally, a subtle pitfall is that of including in 
analyses patients who have already lived several or 
many years after the onset of coronary artery disease 
before they are first seen by the physician making the 
study. 

Data are thus weighted toward more favorable fig- 
ures because the patient could not have been in- 
cluded among consecutive new cases if he had died 
soon after the onset of the disease. This common 
error can be avoided only by the following steps: The 
diagnosis must be accurate; the fact must be estab- 
lished that the episode is the first one; and the patient 
must be one of a consecutive series, all of whom have 
been seen by the investigating physician during the 
first acute attack. (Am. Heart J., 56:639, 1958.) 


Toleration of PAS Preparations 


CoueEn and his associates compared the toleration, ab- 
sorption, and clinical efficacy of several para-amino- 
salicylic acid preparations in 300 tuberculous patients. 
These patients were divided at random into four groups, 
each group receiving one of the following preparations: 
a PAS ion-exchange resin complex, sodium para- 
aminosalicylate, potassium para-aminosalicylate, or cal- 
cium para-aminosalicylate. Isoniazid and other antimi- 
crobial agents were administered in conjunction with 
these preparations. 

Comparison of the gastrointestinal toleration of these 
preparations administered daily for two to 12 months 
indicated that the PAS resin complex was the best 
tolerated preparation, causing fewer and less severe 
symptoms than the other preparations. Sodium PAS 
was the next best tolerated preparation, followed in 
order by calcium PAS and potassium PAS. 

The results of bacteriologic analyses of sputum and 
gastric cultures indicated that all of the forms of PAS 
employed were almost uniformly successful in prevent- 
ing or postponing the development of resistance by the 
tubercle bacilli to isoniazid or to the other antimicrobial 
agents administered. There were no significant differ- 
ences between the preparations with respect to roent- 
genographic improvement at six months of treatment. 

The rate and degree of absorption were apparently 
greatest with potassium para-aminosalicylate. There 
was no correlation between the absorption and the 
para-aminosalicylate content of each preparation, since 
the potassium salt contains the least amount of para- 
aminosalicylate of all preparations used. In addition, 
there was no suggestion that the critical serum con- 
centrations of PAS greater than those attained by any 
of the four preparations were necessary to provide the 
desired clinical effect. (Am. Rev. Tuberc., 78: 899, 
1958.) 
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Physical Fitness 


Tue Harvard step test involves stepping onto and 
down from a platform 20 inches high, 30 times per 
minute for five minutes, or until the subject is unable 
to continue. 

The pulse rate (for one-half minute) is counted after 
the exercise is completed, at one, two and three min- 
utes. A fitness index may be calculated from the fol- 
lowing formula: 


duration of exercise (seconds) x 100 


2xsumof three %4-minute pulse counts 

An index of less than 55 is considered poor. Indices 
of 80 to 89 are good, and over 90 is excellent. 

This simple test, devised during World War II for 
the selection of combat officers, has aroused consider- 
able interest and discussion. Its form and calculation 
have been criticized. Keen and Sloan studied this test 
in groups of 46 medical students and 22 physical edu- 
cation students, with particular reference to stature 
and leg length, and the resting pulse. 

Mean stature and leg length in the two groups were 
the same. There were no correlations between these 
measurements and the results of the test. In contrast, 
the resting pulse rate showed a very significant cor- 
relation with the postexercise pulse rate, and so varied 
inversely with the fitness index. These data are sum- 
marized in the diagram at the right. 

Twenty-two of the medical students failed to com- 
plete the five-minute exercise, whereas all of the 
physical education students completed the test. Even 
excluding the medical students who failed to complete 
the test, the physical education students had much 
higher scores—the differences being statistically 
highly significant (means 85.6, 73.5; P<0.001). Sim- 
ilar differences were also noted in mean resting pulse 
rates. 

These authors support the view that the test is of 
value as an indication of physical fitness. They believe 
that the resting pulse rate should be recorded as well 
but cannot be relied on alone as an index of fitness. 
The difference in the two groups studied is considered 
as a real difference in capacity for strenuous physical 
exertion. (J. Applied Physiol., 13: 241, 1958.) 


Susceptibility to Hypnosis 


Ix A srupy of individual differences in susceptibility to 
hypnosis, Hilgard identified one group as “highly sus- 
ceptible” —men who are “predominantly well-adjusted, 
outgoing students, identified with their successful 
fathers, and capable of assuming both the role of leader 
and the role of follower.” (Science, 128: 1145, 1958.) 
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Significance of Hyperuricemia 


‘THE IMPRESSION PREVAILS THAT, with rare exceptions, an 
elevation of serum uric acid value is unlikely in the 
absence of gout or a family history of gout. Exceptions 
are recognized, of course, in diseases such as poly- 
cythemia rubra vera, bone marrow disorders and azo- 
temia. The results of a study by Goldthwait, Butler and 
Stillman give a somewhat different picture. 

The authors initiated their study with the group of 
people in whom uric acid determinations had been done 
during a seven-year period. In a total of 737 patients, 
there were 225 whose serum uric acid levels were 
greater than 6 mg. per 100 ml. The final classification 
of that latter group of patients was as follows: 


Gout 113 cases 
Rheumatoid arthritis 63 cases 
Chronic renal insufficiency 2 cases 
Other diseases 47 cases 

Total 225 cases 


It is evident that gout accounted for only about one- 
half of the cases in which there was hyperuricemia. 
The rather frequent association of an elevated blood 
uric acid level with some form of rheumatoid arthritis 
was naturally confusing in the diagnosis. Finally, there 
was a rather large group (47 cases) in which there was 
rarely any satisfactory explanation for hyperuricemia. 
Few of these people had a family history of gout or any 
other disease in which hyperuricemia is frequently dis- 
covered. The authors presumed that what they were 
observing was the random occurrence of hyperuricemia 
in the general population. (New England J. Med., 259: 
1095, 1958.) 
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Therapy cf Angina Pectoris 


Cote rEviEws the current therapy including an evalua- 
tion of antianginal agents and procedures. Over 20 
drugs and ten surgical procedures have been advocated 
for the long-term treatment of angina pectoris. Assay 
of an antianginal agent or procedure is the measure- 
ment of a completely subjective sensation— the decrease 
in frequency and severity of chest pain. Since the effec- 
tiveness of an antianginal agent is based on a subjective 
report, the many factors that condition a patient’s re- 
action must be taken into consideration. In addition to 
its pharmaceutic action, every drug has a placebo effect 
that is derived from the urgent desire of patients for 
relief and from the physician’s enthusiasm. Thus, the 
total drug effect is equal to its active effect plus its 
placebo effect. 

Placebos have been shown to relieve the pain of an- 
gina pectoris satisfactorily in 38 per cent of patients. 
There is an inherent therapeutic effect of an agent or 
therapy proportionate to its impact on the psyche. 
Thus, an injection has a greater effect than a pill, and 
a surgical procedure, the greatest effect of all. The 
counterpart of a placebo in the evaluation of a surgical 
technique is the sham operation. 

There is conflicting opinion regarding the value of 
the long-acting nitrates and xanthines in the therapy 
of angina pectoris. Khellin was no more effective than 
placebo when tested by the double-blind technique. 
Antithyroid therapy should be reserved for that small 
group of patients with angina pectoris whose symp- 
toms are so severe that the introduction of myxedema 
is warranted. Hypothyroidism is more easily induced 
by radioiodine than by the thiourea derivatives or thy- 
roidectomy. The thiourea derivatives reduce the ac- 
tivity of the thyroid gland and are effective only so long 
as administered. They require prolonged therapy and 
have toxic effects particularly on the hemopoietic 
system. 

Surgical procedures are indicated when severe angina 
has persisted for at least six months, or has become 
intractable despite every effort to eliminate or alleviate 
any possible contributory factor, and all other means of 
treatment have been exhausted. Currently, the most 
popular surgical procedures are the Beck-one, the 
Thompson, and the Vineberg operations and the liga- 
tion of branches of the internal mammary artery. The 
Beck-one operation consists of abrasion of the epi- 
cardium and lining of the parietal pericardium, appli- 
cation of an irritant (0.2 Gm. of powdered asbestos) to 
these surfaces, partial occlusion of the coronary sinus 
where it enters the right atrium and graft of the parietal 
pericardium and mediastinal fat to the surface of the 
heart. The Thompson procedure is the production of 
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adhesions by the introduction of powdered silica into 
the pericardial cavity. Vineberg implants the internal 
mammary artery with an open freely-bleeding inter- 
costal branch directly into the left ventricular myo- 
cardium. 

That the impressiveness of the surgical procedure 
may be the major part of its therapeutic effect is sug- 
gested by Lillehei who has applied the double-blind 
technique to the ligation of the internal mammary ar- 
tery. His preliminary results indicate just as good re- 
sults with the sham operation (skin incision) as with 
the operation itself. (Dis. of Chest, 34: 330, 1958.) 


Hypersensitivity and Cushing's Syndrome 


Many stunts have linked adrenal cortical function 
and hypersensitivity reactions. Adrenal steroids and 
ACTH have proved effective in ameliorating many nat- 
urally occurring allergic states and experimentally in- 
duced hypersensitivity. 

Carryer and Miller studied 101 patients with Cush- 
ing’s syndrome in an effort to determine whether or 
not any association exists between allergic states and 
hyperactivity of the adrenal cortex. Nineteen had 
adrenal cortical tumors and five of these were malig- 
nant. There were 82 cases of adrenal cortical hyper- 
plasia. All patients had subtotal or total adrenalectomy. 

Eight patients in this series showed allergic mani- 
festations. Six of these were instances of drug hyper- 
sensitivity. Two were patients with allergic rhinitis and 
bronchial asthma. In both of the latter cases, remissions 
of nasal allergy and asthma were correlated with the 
development of hypercorticism. Allergic symptoms re- 
curred following extirpation of a major part of the 
functioning adrenal cortex. 

These relationships were less clear in the cases of 
drug allergy. Reactions were noted both before and 
after treatment for Cushing’s syndrome. However, 
large doses of cortisone as part of postoperative care 
seemed to effectively suppress allergy when drugs that 
had previously elicited reactions were given. (J. 


Allergy, 29: 485, 1958.) 


Hypersensitivity to Tranquilizers 


THE COMMONLY USED “tranquilizing” agents fall into 
several widely differing categories with regard to chem- 
ical structure. Some are relatively simple compounds— 
for example, meprobamate has no ring structures or 
unsaturated linkages. This substance was originally felt 
to have little potential for inducing hypersensitivity 
reactions. Yet, such reactions are being reported with 
increasing frequency, as might perhaps be expected 
considering the great quantities being consumed. 
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Cohen and Cohen report the case of a young man 
with known allergy to meprobamate. Hydroxyzine 
(Atarax) was used as substitute therapy. Shortly after 
the second dose of this drug a severe anaphylactic-like 
reaction occurred necessitating hospitalization and in- 
tensive therapeutic measures. 

This drug has been reported to be almost completely 
free of toxic or hypersensitive reactions. It is unrelated 
chemically to meprobamate. The authors consider the 
possibility, however, that meprobamate could sensitize 


to hydroxyzine. (J. Allergy, 29: 542, 1958.) 


Sexual Function After Abdominoperineal Resection 


Ir HAS BEEN STATED that abdominoperineal resection 
has an adverse effect upon sexual function. That 
thought has created a natural reluctance on the part of 
physicians to recommend this operation for patients 
having chronic ulcerative colitis, since many such pa- 
tients are in the sexually active years of life. Yet the 
operation is ideally suited to accomplish the objective 
thought to be indicated in surgical treatment of that 
disease—complete eradication of the diseased colon 
and rectum. 

Stahlgren and Ferguson evaluated their experience 
with treatment of chronic ulcerative colitis by abdom- 
inoperineal resection and offer reassurance on the 
matter of sexual function. Of 62 patients who under- 
went that operation during the preceding ten years, 60 
were available for consideration on the point in ques- 
tion. The results are shown in the diagram at the right. 

Among the males, four of the five patients who re- 
ported some degree of impaired sexual function were 
over 50 years of age. The one young man in the group 
(37 years old) had a partial disturbance in erection 
which is continuing to improve after a year. Nine of the 
14 married men between 20 and 49 years of age have 
reported their wives pregnant one or more times since 
operation. 

Among the 35 women that were studied, nine were 
excluded from consideration on the matter of sexual 
activity for quite a variety of reasons (single, “too 
old” to have sexual relations, no information available, 
death). 

The authors believe that their results indicate that 
abdominoperineal resection is unlikely to have an ad- 
verse influence upon sexual function. However, they 
note that this operation entails caution on the part of 
the surgeon to avoid damaging the pelvic autonomic 
nerves. This is entirely possible when the operation is 
performed for chronic ulcerative colitis, since it does 
not need to be so radical as when it is used for erad- 
ication of cancer. (New England J. Med., 259: 873, 
1958.) 


GP April 1959 


Relapse in Pulmonary Tuberculosis 


RONALD AND STITT ANALYZED the follow-up results of 648 
patients with tuberculosis adequately treated and dis- 
charged by medical consent between January, 1954, 
and June, 1956. At least two, but more commonly all 
three of the standard drugs, namely PAS, isoniazid and 
streptomycin, were used. The duration of treatment 
was at least one year, but there were a very few ex- 
ceptions in patients with minimal disease who were dis- 
charged before one full year of treatment was com- 
pleted . Surgical procedures were undertaken when in- 
dicated, and formed part of the accepted treatment 
regimen. The report is not an attempt to review the 
fate of all patients with pulmonary tuberculosis admit- 
ted during the time in question. It ignores the fact that 
there were some treatment failures and some deaths in 
the sanatorium, to say nothing of irregular discharges. 

Relapse occurred in 20 cases (3.1 per cent) during 
the authors’ follow-up studies. With the exception of 
four cases, all relapses occurred within two years. 
Among the 20 cases that relapsed, there were four in 
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whom resection was recommended, but not performed 
for various reasons, and four more in whom resection 
was not possible because of age or extent of disease. 
Only one patient in whom a resection was performed 
has relapsed to date. Other factors contributing to 
relapse were alcoholism and partial gastrectomy, which 
had been performed in two of those numbered among 
the relapses. One patient had silicosis in addition to his 
tuberculosis, and one patient was pregnant at the time 
relapse was detected. 

In the preantibiotic era, the relapse rate varied from 
10 to 20 per cent for minimal disease, to 40 per cent in 
far-advanced disease. This stands in striking contrast to 
the relapse rate found in this series. ; 

The authors conclude that the relapse rate in pul- 
monary tuberculosis has been considerably reduced by 
the use of long-term chemotherapy plus surgical treat- 
ment in those cases where it is indicated. It is apparent 
also that relapse is most likely to occur in patients with 
some degree of caseation or other irreversible changes 
remaining after prolonged chemotherapy. This is not 
surprising since most of these lesions contain viable 
tubercle bacilli and are a source of danger because of 
their potentiality for reactivation. (Brit. J. Tuberc., 
52:313, 1958.) 


Postoperative Antibiotic Prophylaxis 


SancueEz-Usepa and his coworkers determined the prev- 
alence of infectious complications in general surgical 
cases, to see the effect of the routine postoperative ad- 
ministration of penicillin and streptomycin. Consecu- 
tive general surgical cases, 511 in number, in adult and 
pediatric patients, on the ward service and in the pri- 
vate practice of participating surgeons, were studied. 
These cases were divided according to type of opera- 
tion, and the operations were subdivided as either po- 
tentially contaminated or clean procedures. 

In potentially contaminated cases, bacterial con- 
tamination was anticipated by the nature of the opera- 
tion. These included total gastrectomy for peptic ulcer ; 
cholecystectomy, cholecystitis and cholelithiasis; and 
various types of colonic surgery. Clean cases satisfied 
the standard criteria of this definition and inciuded 
such operations as herniorrhaphy, resection of varicose 
veins, lumbar sympathectomy, thyroidectomy, and 
radical mastectomy. 

The cases were randomized according to the hos- 
pital number. Those who were selected for the anti- 
biotic therapy received a combination of penicillin 
(600,000 units) and dihydrostreptomycin (0.5 Gm.) 
twice a day for five days. In the group of clean opera- 
tions, the total wound infections were ten, or 5.6 per 
cent, for the group receiving antibiotics and eight, or 
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4.4 per cent, for the control group. Pneumonia devel- 
oped in three of the patients receiving antibiotics and 
in one in the control group. There were 359 patients in 
the group classified as clean operations. 

In the 152 patients undergoing a variety of opera- 
tions listed as potentially contaminated procedures, 
major wound infections occurred in five treated with 
antibiotics postoperatively and in four of the control 
group. Minor wound infections were present in six and 
seven patients, respectively, in each group. 

Thus, the total rate of wound infections was 14.3 per 
cent in the group receiving antibiotics, and 14.6 per 
cent in the control group. Pneumonia occurred post- 
operatively in two of the group who received antibiotics 
prophylactically and in four in the group. 

Although this study demonstrated no serious com- 
plications or increased prevalence of infections in the 
treated group, the wide use of penicillin without prop- 
er indication has paralleled the generation of infections 
with hemolytic Staphylococcus aureus resistant to 
penicillin in hospital populations. (New England J. 
Med., 259: 1045, 1958.) 


Cycloserine and Pyrazinamide for Pulmonary 
Tuberculosis 


ONE OF THE MAJOR PROBLEMS in the treatment of pul- 
monary tuberculosis is the management of the patient 
whose organisms are already resistant to isoniazid, 
streptomycin and para-aminosalicylic acid, and whose 
sputum remains positive for acid-fast bacili. Toguri and 
Atwell treated 20 tuberculous patients who failed to re- 
spond to streptomycin, isoniazid, PAS and viomycin, 
and in whom strains of tubercle bacilli resistant to 
these drugs emerged. They used cycloserine (250 mg. 
every 12 hours) and pyrazinamide (1 Gm. three times 
daily) for six months or more. 

The toxicity of cycloserine, when combined with 
pyrazinamide, was very mild, and the symptoms were 
limited to headache and drowsiness. The symptoms oc- 
curred within the first nine days and lasted for three to 
five days, after which they disappeared spontaneously. 

Sixty per cent of the patients had sputum cultures 
negative for tubercle bacilli at the end of six months of 
treatment. The sputum of nine of 20 patients remained 
negative for tubercle bacilli for more than three months 
continuously. Only eight patients showed slight to 
moderate improvement by roentgenography at the end 
of six months of treatment. Nine patients showed no 
change, and three patients became worse. Roentgen- 
ographic change was not a striking feature. The authors 
believe that the cycloserine-pyrazinamide regimen wat- 
rants further trial in the management of tuberculosis. 
(Am. Rev. Tuberc.. 78: 927, 1958.) 
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Serum Transaminase After Cholecystectomy 


ALTHOUGH THE FACT has been well publicized that 
devation of values for serum glutamic oxaloacetic 
transaminase is not pathognomonic for myocardial 
infarction—indeed, may be seen in cases of hepatocel- 
lular disease, pulmonary infarction, acute pancreatitis, 
arterial embolism and gangrene—there is some tend- 
ency to forget that the test is so nonspecific. To 
strengthen the impression of nonspecificity, Fisk and 
his colleagues reported that there is likely to be a 
postoperative rise in the serum transaminase in pa- 
tients who have undergone biliary tract operations. 
The highest value is usually recorded at 12 hours 
after operation, and the reasons for the rise are not 
apparent. The rise is transitory and only occasionally 
of a magnitude that would usually be found in myo- 
cardial infarction. Some of the results of the study are 
shown in the diagram at the right. (Am. J. M. Sc., 
236: 133, 1958.) 


Bronchopulmonary Amebiasis 


Haxim and Higazi analyzed their experience in a series 
of 28 cases with bronchopulmonary manifestations of 
amebiasis. Twenty-two of their patients had secondary 
pulmonary amebiasis; that is, the bronchopulmonary 
manifestations were secondary to spread from asso- 
ciated amebic hepatitis or amebic liver abscess. In such 
cases, infection spreads from the intestine to the liver 
through the portal circulation and then reaches the 
lung by direct extension through the diaphragm or by 
embolization from thrombosed hepatic veins to the 
inferior vena cava to the right side of the heart and 
through the pulmonary arteries to the lungs. 

Six of the authors’ patients are considered as ex- 
amples of primary pulmonary amebiasis. In these pa- 
tients, Endamoeba reached the lung by direct embolism 
from the bowel through the middle and inferior hemor- 
thoidal veins. In these cases, pulmonary amebiasis may 
develop independently of hepatic infection. 

The clinical manifestations depend on the type of 
pulmonary involvement, whether it is primary and then 
simulating bronchopneumonia or tuberculosis, or sec- 
ondary to rupture and then giving the characteristic 
suppurative syndrome. The most common chest symp- 
toms, in order of frequency, are pain, hemoptysis, 
cough, mucopurulent sputum and dyspnea. A history 
of previous dysentery was present in 12 cases (43 per 
cent). The period that elapsed between the last com- 
plaint «f dysenteric symptoms and the onset of chest 
manifestations varied between four months and one 
year. [11 most cases, it was chronic amebic dysentery. 

Excluding two cases, which the authors characterized 
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as amebic bronchitis, the remaining 26 cases had lesions 
situated in the right base in all except one. The one 
exception had a left empyema caused by direct rupture 
of an amebic abscess of the left lobe of the liver through 
the left diaphragm into the pleural sac. The pleura 
was involved in 14 cases, all of which were on the right 
side, except the one mentioned above. Eleven patients 
had pleurisy with serous effusion, and empyema was 
present in three additional patients. Dramatic success 
followed the use of emetine in all cases. (Dis. of Chest, 
34: 607, 1958.) 


Tularemic Pericarditis 


ADAMS REPORTS two cases of pericarditis due to tula- 
remia. Tularemic pericarditis develops by direct ex- 
tension from adjacent pleural involvement or from areas 
of tularemic pneumonitis. One of the cases had no 
apparent pleural or pulmonary involvement, and it is 
postulated that in this case hematogenous infection of 
the pericardium occurred from the original inoculation 
site, or that there was an inconspicuous intermediary 
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pulmonary lesion. Whatever the pathogenesis, a diag- 
nostic problem was presented by this case of pericarditis 
clinically unassociated with pulmonary disease, and 
without the history of exposure to rabbits. 

Although pericarditis is a rare complication of tula- 
remia, the possibility of prompt life-saving treatment 
emphasizes the importance of diagnosing these other- 
wise serious illnesses. Streptomycin and a tetracycline 
derivative or chloramphenicol appears to be the therapy 
of choice. (Dis. of Chest, 34: 632, 1958.) 


Inadequacy of Bleeding and Clotting Times 


Diamonp and Porter showed that routine determina- 
tions of bleeding and clotting times done before surgery 
ostensibly to screen out patients who are “bleeders” 
fail to do this. They urge the abandonment of these 
presurgery tests on the basis of inherent limitations, 
such as the occurrence of false-positive reactions and 
the fact that a normal result in no way assures a normal 
bleeding and clotting status in the patient. 

The authors’ patients were classified into three 
groups. Group I included patients who had routine 
clotting and bleeding times done in outside laboratories 
before surgery was to be undertaken. One or both of the 
tests were reported to have given abnormal results. The 
patients were then referred to the authors’ laboratory 
for more complete evaluation. There were nine patients 
in this group. None had any family history or past his- 
tory suggestive of any bleeding disease, and the physical 
examination was unremarkable in all. In no case, by 
detailed studies, was a demonstrable coagulation defect 
or bleeding tendency found. 

Group II comprised patients who bled after opera- 
tion, but in whom coagulation tests gave entirely nor- 
mal results. There were eight of these patients and 


none had a history suggestive of bleeding previous to | 


their operation, and all had negative physical examina- 
tions. 

Group III consisted of 19 patients with definite hem- 
orrhagic disease, but with normal clotting and bleeding 
times. Twelve of these patients proved to have classic 
hemophilia, and seven had Christmas disease (defi- 
ciency of plasma thromboplastin component). 

The authors believe that a pointed and accurate fam- 
ily and past history and a careful physical examination 
are far better screening procedures than the bleeding 
and clotting times. They emphasize that they have not 
seen a patient with a congenital coagulation defect who 
did not have a significant history suggestive of this by 
the time he reached the age of 2 years, no matter how 
mild the disease. 

The specific points in the past history and family 
history about which one should inquire are as follows: 
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excessive bruising, especially over areas where b: viises 
are not commonly seen, such as the buttocks, the back, 
or the head; hematomas, especially after trauma or in- 
jection ; excessive bleeding from cuts, especially on the 
tongue or in the mouth; bleeding after surgery, such as 
circumcision, dental extraction or tonsillectomy; bleed- 
ing into joints; and bleeding from the genitourinary or 
gastrointestinal tract. If the history or physical findings 
are sufficiently suggestive, a complete study of coagula- 
tion should be made. Only after such an examination 
can the conclusions be certain. Because these pro- 
cedures do not take into account the possibility of an 
acquired defect, such as thrombocytopenic purpura, 
the authors strongly recommend an examination in 
every case of a peripheral blood smear for platelets, at 
the same time that routine hemoglobin determinations 
and white cell counts are made. (New England J. Med., 
259: 1025, 1958.) 


Vaccines and Egg Hypersensitivity 


MAny SPECIES of viruses and rickettsiae require culturing 
in a developing chick embryo, its amniotic or allantoic 
fluid, or its yolk sac. When vaccines are prepared from 
these agents, egg proteins may be inseparably incor- 
porated. Untoward reactions following immunization 
with such vaccines have been well documented. It is 
natural then to be concerned about the administration 
of these vaccines to known egg-allergic patients. 

Cohen and Mines conducted a qualitative antigenic 
analysis of common virus and rickettsial vaccines for 
chicken egg white and egg yolk components. The agents 
studied included polyvalent influenza, mumps, yellow 
fever, smallpox and rabies vaccines; Rocky Mountain 
spotted fever and epidemic typhus vaccines; and 
lymphogranuloma venereum skin test antigen. 

A wide variation in the number and types of com- 
ponent egg white and egg yolk fractions was found 
among the viruses. Rabbit antisera to chicken egg 
white and egg yolk were found to have some common 
antibody constituents. The common antigen could not 
be identified definitely. Some antigenic fractions of 
chicken egg white and egg yolk were found common 
to rabies vaccine of duck embryo origin. 

These studies emphasize the need for caution in 
evaluating hypersensitivity reactions to virus and rick- 
ettsial vaccines. Consideration must be given to the 
effects of the inoculated microérganisms themselves. 
The presence of a particular antigenic component of 
chicken egg is variable, and it is known that qualitative 
differences may exist in the antibodies of egg-sensi- 
tive patients. Finally, even on the basis of species 
origin of the egg culture it is difficult to delineate 
clinical allergy to vaccines. (J. Allergy, 29:479, 1958.) 
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Venous Pressure, Thoracic Lymph and Urine 


Katz and Cockett found that increased renal vein 
pressure in dogs increased both pressure and flow of 
renal lymph. They have now found that elevation of 
inferior vena caval pressure (above the renal veins) to 
between 13 and 40 mm. Hg is followed by a significant 
increase in thoracic lymph flow and sodium excretion. 
The increase in lymph flow appears to be caused by an 
increased production of renal lymph, since control 
animals with absent or nonfunctioning kidneys fail to 
show the lymph flow increase, 

These authors point out that the renal deviation of 
fluid and sodium to the lymphatics under conditions of 
experimental venous hypertension may be in part the 
mechanism for renal retention of water and sodium in 


heart failure. (Circ. Research, 7: 118, 1959.) 


Aneurysm of the Internal Carotid 


BJORKESTEN REPORTS the results of treatment of 69 
vascular aneurysms of the internal carotid artery and 
its bifurcation in 65 patients. Two patients had bilateral 
aneurysms, one patient had three aneurysms on the 
same side. There were 35 females and 30 males in this 
group; the ages ranged from 11 to 68 years with an 
average age of 41.5 years. 

No surgery was done on 17 patients. Some of these 
patients refused surgery, and the others were hospi- 
talized before the commencement of active aneurysmal 
surgery. Ten of these patients died from recurrent 
hemorrhage, two patients are alive after recurrent 
bleeding, one patient died of an unrelated cause and 
four patients were lost in follow-up. 

Forty-eight patients had surgical treatment. Four 
patients were treated by ligature of the internal carotid 
artery. Two of these patients had good results. Two 
had the ligature opened because of hemiplegia; one 
died and the other remained hemiplegic. 

The remaining 44 patients had the aneurysms at- 
tacked directly by an intracranial approach under 
general endotracheal anesthesia with controlled hypo- 
tension. The aneurysm was clipped with silver clips or 
the stalk of the aneurysm was ligated with linen thread. 
There were four operative deaths, and two patients 
died from complications caused by the surgery. The 
results of the remaining 38 patients are shown in 
the table at the right. The follow-up time of these patients 
varies between three months and four and a half years. 
Bjorkesten believes that the best operative results are 
obtained by a direct intracranial approach on these 
aneurysms and that the operation should be done after 
an active bleeding episode has been controlled. (J/. 
Neurosurgery, 15: 400, 1958.) 
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Paroxysmal Ventricular Tachycardia 


HERRMANN and his colleagues review the cases of 60 
patients who had a total of 84 episodes of paroxysmal 
ventricular tachycardia. In some instances, these epi- 
sodes were intermittent—less than 30 seconds in dura- 
tion; and in some, they were persistent— over 30 sec- 
onds in duration. 

In six of the patients there were no signs of heart 
disease. In these cases, the roles of anxiety, emotional 
stress and electrolyte disturbances are emphasized. 
Arteriosclerotic heart disease was the diagnosis in the 
vast majority of cases. The prognosis is extremely poor 
in patients with myocardial infarction, even after the 
arrhythmia has been stopped by therapy. 

These authors summarize the diagnostic criteria for 
paroxysmal ventricular tachycardia. Symptoms occur 
of extreme weakness, prostration, syncope, tumultuous 
palpitation, severe dyspnea, cardiac pain, cough and 
occasionally blood-tinged sputum. There are usually 
one or more reliable criteria of organic heart disease. 
Rates of tachycardia in this series were from 104 to 231 
per minute. Full minute-to-minute counts vary from 
five to seven beats. The first heart sound changes con- 
stantly in intensity and quality as atrial and ventricular 
contractions vary in their sequence. There are occa- 
sional giant jugular venous pulse waves. The tachycar- 
dia fails to slow on carotid sinus pressure. 

The certain diagnostic criteria are found in the 
electrocardiogram. There are runs of abnormal ventric- 
ular complexes that vary slightly in contour due to 
occasionally superimposed P waves. P waves occur 


PATIENTS SURVIVING INTRACRANIAL 
OPERATION FOR INTERNAL 
CAROTID ANEURYSMS 


Condition of Patients at Follow-up: 


Complete recovery, full working capacity................... 


Impaired working capacity 
a) caused by preoperative pareses, aphasia 
b) caused by operative complications 


(pareses, epileptic seizure, 


Total Disability: 
a) caused by preoperative hemiplegia 


at 


ick, 
in- i 
the | 
las 
ed- 
‘or 
ngs 
ila- 
ion 
T0- 4 
an 
ira, 
in 
at 
ns 

ng 
om 
& 
on 
is 
on 
Lic 
‘or 
its 
‘in 
id 
; 
nd 
ot 
of 2! 
8. 
ve 
: 2 1 
Total 38 
te 
.) 

167 


independently and usually at a slower rate. Isolated 
ventricular premature contractions that occur before 
and after paroxysms have the same form as the ven- 
tricular complexes recorded during the paroxysm. 
Finally, these isolated ventricular complexes bear the 
same time relationship to the normal ventricular com- 
plexes as do the onset and offset complexes of the 
tachycardia. (Am. Heart J., 57: 166, 1959.) 


Pulmonary Resection for Tuberculosis 


Barrett and his associates have studied 1,730 patients 
who have had resection for pulmonary tuberculosis in 
one institution. The authors’ attitude toward resection 
has been conservative. The main indications have been 
cavitary lesions or significant caseous nodular residu- 
als, with or without positive sputum, that persist after 
six to eight months of chemotherapy. 

Effort has been to excise the least amount of lung 
possible. However, when positive sputum is present in 
cavitary lesions, a lobectomy will probably lessen the 
danger of a bronchopleural fistula. The most unequivo- 
cal indication for surgical excision is the persistence of 
positive sputum in the face of an adequate trial of 
chemotherapy. It is unfortunate that this group suffers 
the highest complication rate and mortality regardless 
of the type of resectional procedure employed. 

In this report, statistics are obtained on the last 
1,528 patients. The operative mortality was 2.9 per 
cent; late mortality was 1.9 per cent. Active disease 
is still present in 3.8 per cent. The incidence of bron- 
chopleural fistula was 6.2 per cent. The major cause of 
mortality was the development of a bronchopleural 
fistula. Relapse occurred in 83 patients, a total inci- 
dence of 5 per cent. (J. Thoracic Surg., 36: 803, 1958.) 


Delayed Cancer of the Cervical Stump 


Cancer of the cervical stump is a dreadful disease but a 
preventable one. The diagnosis is often delayed, and 
the treatment difficult. The disease may appear at any 
time after the performance of the subtotal hysterect- 
omy. The optimum time for this lesion to be defeated 
appears to be between five and ten years postoperative. 
Cases occurring less than two years after operation are 
thought to have been present at the time of the supra- 
vaginal hysterectomy. 

Bell estimates that the incidence of cancer in the 
cervical stump is approximately 4 per cent. If the 
cervical stump is to be left, this cervix should be kept 
under periodic surveillance for the duration of the 
patient’s life. However, if cancer does develop, radia- 
tion therapy appears to have advantages over surgery 
for treatment. There is the added hazard of the short 
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cervical canal and the closer proximity of the bladder, 
but special techniques can overcome these problems. 

The author believes that a total hysterectomy whien 
carefully done causes no more morbidity than the 
subtotal hysterectomy and should be done whenever 
possible. (Am. J. Surg., 97:84, 1959.) 


Herniorrhaphy in the Aged 


VaucuNn and his associates have analyzed the re- 
sults of 300 operations for hernia, chiefly inguinal, 
performed on patients 60 to 95 years of age. The 
majority of these herniorrhaphies were elective. The 
authors believe there are three important reasons for 
performing elective herniorrhaphies in the older pa- 
tient: (1) alleviation of suffering and discomfort, (2) 
prevention of surgical emergencies with their implied 
complications which the elderly patient cannot toler- 
ate too well, and (3) the availability of sufficient time 
before an elective operation for a thorough work-up, 
ample preoperative preparation, and corrective and 
supportive measures so important to the elderly 
patient. 

Postoperative complications were encountered in 
37 patients in the series. The incidence of complica- 
tions did not increase with advancing age. The com- 
plications were pulmonary, cardiovascular or renal 
for the most part. There were seven deaths, and two 
of these followed emergency surgery. 

Almost all inguinal hernias were repaired by the 
Halsted modification of the Bassini operation. The 
ventral and umbilical hernias were repaired by the 
Mayo operation. General or spinal anesthesia was 
employed in almost all cases. (Am. J. Surg., 97:69, 
1959.) 


Chronic Osteomyelitis of the Hip in Adults 


ALTHOUGH relatively rare, chronic osteomyelitis of the 
hip joint in adults is a tragic disease with a dismal 
prognosis. Michels, Kelly and Cozen recommend that 
serupulous aseptic technique should be exercised dur- 
ing any surgery near the hip to avoid this dire compli- 
cation, and perhaps prophylactic antibiotics should 
be administered. Should postoperative drainage from 
the hip occur, vigorous treatment should be instituted 
to prevent deep-seated chronic infection. Such treat- 
ment includes antibiotics, drainage, leg traction and 
immobilization of the joint. If these measures fail, a 
primary radical excision of the hip joint, with wide 
open drainage, should be done. Following control of 
the infection, extra-articular arthrodesis may offer 
some hope of avoiding amputation at the hip. (Arch. 
Surg., 78:108, 1959.) 
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Treatment of Recurrent Styes 


Asrve is a furuncle of the eyelash follicle caused by the 
Staphylococcus aureus. Recurrent styes are a major 
problem and may completely disable an otherwise 
healthy patient. It has been found that nasal carriers of 
the staphylococci seem to be more susceptible to the 
infections. 

Copeman showed that the nasal carrier rate of 
Staphylococcus aureus was considerably greater in pa- 
tients with recurrent styes than in the general population 
or in patients with sporadic styes (see diagram at the 
right) . 

The patients were then treated with an antibacterial 
ointment of a neomycin-gramicidin mixture. This was 
applied to the anterior nares four times daily for ten 
days. A control group of patients used the ointment 
without the antibiotics. In the treated patients, the 
cycle of recurrent styes was broken for as long as three 
months. The control patients continued to have re- 
current styes. The author recommends that in recurrent 
styes, the anterior nares as well as the eyelids be 
treated with effective antibacterial ointments. (Lancet, 
2: 728, 1958.) 


Leukemia and lonizing Radiation 


BiaTTNER has reviewed some recent papers and com- 


ments on the increasing incidence of leukemia and the 
possible role of irradiation hazards. He refers specifi- 
cally to the importance of diagnostic x-ray in pregnant 
women as a cause of leukemia in the child born subse- 
quently. 

Several investigators have noted a significant corre- 
lation between the incidence of leukemia in children 
and a history of diagnostic x-ray exposure to the ab- 
domen in the mother. Blattner cites a report from New 
Zealand describing a case of acute leukemia in an in- 
fant following excessive intrauterine radiation. Three 
X-ray examinations had been made for a total of five 
exposures. The authors of that report pointed out that 
while this amount of radiation is not now considered 
excessive, the dose received by this fetus was com- 
parable to that received by inhabitants of Hiroshima 
and Nagasaki who were within a radius where the leu- 
kemia incidence increased 200 to 300 per cent. Further, 
fetal human tissues are more susceptible to the effects 
of radiation than are adult tissues. 

All clinicians should give more serious consideration 
tothe deleterious effects of medical x-ray examinations. 
Several techniques and modifications have been rec- 
ommended for the protection of patients, particularly 


the extremely vulnerable in utero child. (J. Pediat., 
54: 124. 1959.) 
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NASAL CARRIER RATES 
FOR STAPHYLOCOCCUS AUREUS 


Gynecomastia 


TREVES HAS ANALYZED 406 male patients with breast 
hypertrophy or gynecomastia, 525 patients with testi- 
cular tumors, and 13 male patients with adrenal neo- 
plasms. In the patients admitted with a diagnosis of 
gynecomastia, the disease was predominantly unilat- 
eral, and the left breast was involved slightly but not 
significantly more often than the right (188 versus 157 
patients). Sixty-one patients had bilateral gyneco- 
mastia. 

The patients reported a variety of symptoms that 
marked the onset of their disease. The most common 
initial sign was a painless, visible mass (229 patients). 
In 144 patients the mass was accompanied by some 
degree of tenderness. Pain as a solitary symptom was 
rare. Most patients had no nipple abnormalities. The 
hypertrophic tissue was usually located centrally; 
when it extended beyond the areola the edge of the 
hypertrophic tissue was concentric with the areola. 
In only 24 patients was the tissue excentric. (This is 
important because cancer of the male breast is an 
excentric lesion). About one-third of the patients had 
enlarged axillary nodes. 

Pathologically in gynecomastia the breast stroma 
is greatly increased and the ducts proliferate and may 
form buds, though acinus and lobule formations have 
never been noted. In a few patients epithelial elements 
of the breast show noncancerous hyperplasia. 

Associated etiologic factors included 57 patients 
with a history of trauma which, as usual, called atten- 
tion to a pre-existing lesion. In 97 patients some form 
of endocrinopathology was discovered. Cirrhosis of the 
liver occurred only once. 
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Subsequent to the diagnosis, 260 patients were 
adequately followed. In 136 patients there was no 
treatment. In 115 of these, the gynecomastia regressed, 
and in 21 patients, it remained unchanged. In 83 
patients the lesion was surgically excised, and eight 
patients were treated with surgery and simultaneous 
testosterone therapy with satisfactory results. Thirty- 
three patients were treated only with testosterone, 
with the condition regressing in 27 and remaining 
unchanged in six patients. 

In addition to these patients the histories of 525 
patients with testicular tumors were analyzed, and it 
was found that 54 of these patients had gynecomastia. 
In these patients, the disease was usually bilateral. 
The gynecomastia was most frequently associated with 
embryonal carcinoma. Further, 13 male patients with 
adrenal tumors were studied. Eleven of these patients 
had tumors of the adrenal cortex, all were carcinomas ; 
two patients had tumors of the adrenal medulla (a 
pheochromocytoma and a paraganglioma). In the 
patients with cortical lesions, all had bilateral gyneco- 
mastia. There was no evidence of breast enlargement in 
the two patients with lesions of the adrenal medulla. 


(Cancer, 2:1083, 1958.) 


Chemotherapy of Cancer 


THE BIOLOGIC Activity of cancer therapeutic agents is 
radiomimetic and has a toxicity, therefore, which is 
related to the mitotic activity of the tissue in question. 
The most serious limitation in the use of such agents 
is the depressive effect exerted upon that tissue which 
normally exerts the highest degree of proliferative 
activity—th¢ hematopoietic system. The dosage of such 
cytotoxic agents as nitrogen mustard and thiotepa has 
therefore been limited by the depression of bone mar- 
row activity. 

Creech and coworkers have minimized this limitation 
by local perfusion of tumor-bearing areas with nitrogen 
mustard recirculated through a pump-oxygenator ap- 
paratus. The circulation to the part (arm, leg, liver or 
mid-gut) was isolated, the artery and vein cannulated, 
and perfusion commenced. A high oxygen saturation 
was used since these agents mimic radiation and since 
high oxygen tensions are known to potentiate the 
effect of ionizing radiation. 

Nitrogen mustard was injected into the isolated cir- 
culation in dosages several times greater than those 
given systemically. Nitrogen mustard was found to 
retain its cytotoxic activity for only eight minutes fol- 
lowing mixing with blood. Perfusions were carried out 
following the last injection of mustard for a period 
sufficiently long to allow the activity to dissipate. 
Evidence of suppression of hematopoiesis was not seen 
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in cases in which the affected area was carefully iso) ated 
and perfused. 

The regression of tumors (melanoma, rhabdoniyo- 
sarcoma, epidermoid carcinoma of the lung) was strik- 
ing, and several types of tumors thought not to be 
sensitive to alkylating agents diminished in size follow- 
ing their administration in the dose levels made pos- 
sible by this technique. (Ann. Surg. 148:616, 1958.) 


Rhinophyma 


RHINOPHYMA occurs chiefly in men past the fifth decade 
of life. The ratio of males to females is almost 12 to 
one. The etiology of this disease is unknown. 

The treatment of rhinophyma has consisted of almost 
everything from superstitious ritual to cauterization by 
means of various caustic agents, electrical currents and 
carbon dioxide snow. Adjacent skin flaps have been 
used to cover the defect after surgical removal; split 
grafts have also been used. Roentgen rays and radium 
have been used in treatment. 

Smith states that the treatment of rhinophyma has 
centered about three general types of procedure: (1) 
decortication by sharp dissection, followed by a full- 
thickness graft of matching skin; (2) decortication by 
sharp dissection ; and (3) electrosurgical decortication. 
The best method has been the first ; the graft is usually 
taken from the supraclavicular area. The results have 
been satisfactory. (Am. J. Surg., 96:792, 1958.) 


Arteriographic Picture of Metastatic Bone Disease 


METASTATIC BONE DISEASE can, from the angiographic 
point of view, be divided into vascular and avascular 
lesions. The former is observed in osteolytic areas, the 
latter in osteosclerotic areas. Neoplastic deposits of the 
mixed type do not appear to possess a typical angio- 
graphic pattern of their own but they do reflect the 
basic pattern of the osteolytic and osteosclerotic com- 
ponents. 

The demonstration of the circulation within normal 
bone is not possible as yet with conventional arterio- 
graphic methods. Hence, when vessels are demon- 
strable in bone by arteriography, this must be con- 
sidered an indication of the presence of a disease 
process. 

Schobinger has obtained arteriograms using a 50 per 
cent solution of sodium acetinzoiate or sodium dia- 
trizoate. Multiple x-rays at one-second intervals are 
taken, and the bones are then examined for the appeat- 
ance of vessels. The histologic composition of the 
primary neoplasm responsible for the metastatic bone 
disease does usually influence the angiographic plc- 


ture. (Cancer, 2:1264, 1958.) 
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Anomalous Left Pulmonary Artery 


AN ANOMALOUS CouRSE of the left pulmonary artery 
can cause obstruction to air passages in the neonatal 
period. In reporting a new case of this correctible en- 
tity, Sherman points out that, while only eight cases 
are to be found in the literature, seven were reported 
in the last four years. Thus it is “no mere anatomic 
curiosity.” 

This anomaly is characterized by an elongated pul- 
monary trunk that follows the course of the right pul- 
monary artery. The left pulmonary artery arises extra- 
pericardially from this trunk. It courses anterior to the 
right main stem bronchus and posterior to the trachea 
and left main stem bronchus. The esophagus is also 
compressed anteriorly. 

A composite of all reported cases indicates that a 
newborn infant with this anomaly develops respiratory 
distress characterized by wheezing and a prolonged 
expiratory phase. 

The right chest is hyperresonant with decreased 
breath sounds, since the right main stem bronchus 
usually bears the brunt of the compressing force. On 
x-ray study, multilobular emphysema of the right lung 
is revealed. Barium swallow reveals anterior esopha- 
geal indentation. 

This anomaly has been corrected through a right 
thoracotomy. The anomalous vessel was divided and 
rerouted as usual, thus relieving compression symp- 


toms. ((J. Pediat., 54: 93, 1959.) 


Tetracycline Plus Glucosamine 


IT HAS RECENTLY BEEN SHOWN that serum levels of tetra- 
cycline in man are enhanced after oral administration 
by the use of the amino sugar, D-glucosamine. This 
effect was quantitated by English in “cross-over” ex- 
periments in dogs. 

Drugs were given by stomach tube and blood sam- 
ples were analyzed at zero, one, three, five and seven 
hours later. Tetracycline hydrochloride, 10 mg., plus 
D-glucosamine hydrochloride, 10 mg., was the test 
combination. This was compared with tetracycline 10 
mg. alone in control dogs. After one week’s rest, the 
cross-over was initiated; that is, the test animals now 
served as controls, and vice versa. 

The results are shown in the diagram at the right. 
Percentage increases in serum activity due to the addi- 
tion of glucosamine (average of 40 dogs) ranged from 
76 per cent at one hour, to about 34 per cent at three, 
five and seven hours. The exact mechanism for this 
enhancement of antibiotic serum levels by glucosamine 
as an adjuvant remains unclear. (Proc. Soc. Exper. Biol. 


& Med., 99: 208, 1958.) 
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Penicillin Prophylaxis in Rheumatic Fever 


Miter, Stancer and Massell present their observations 
on the effectiveness of different forms of penicillin in 
the prevention of Group-A hemolytic streptococcal 
infections in children convalescing or completely re- 
covered from acute rheumatic fever. A comparison was 
made between 200,000 units of buffered penicillin G 
administered twice daily and 1.2 million units of 
benzathine penicillin G administered intramuscularly 
at four-week intervals. 


The results achieved by prophylaxis with oral peni- 


cillin in preventing streptococcal infection among the 
rheumatic children indicate this method of prophylaxis 
to be highly effective. An important cause of failure in 
ambulatory children receiving continued oral pro- 
phylaxis may be forgetfulness of a healthy child to take 
the tablets daily. 


The results obtained among the children receiving 


intramuscular benzathine penicillin indicated a higher 
degree of effectiveness in the prevention of strep- 


tococcal disease and rheumatic recurrences for this 


preparation than oral penicillin. The bacteriologic 


break-throughs that were detected on the twenty- 
eighth day after the injection of 1.2 million units of 
penicillin indicated that the blood level of penicillin 
may be relatively low at that time. ; 

The somewhat greater efficacy of intramuscular 
benzathine penicillin was partially counterbalanced by 
the increased incidence of reactions in the children 
receiving injections. The complete absence of side 
reactions of the entire group of children receiving oral 
prophylaxis corresponds to the low reaction rate to 
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Chart showing serum concentrations of antibiotics (average of 40 
dogs) with and without glucosamine as an adjuvant. 
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oral penicillin observed by others. Reactions to all forms 
of parenteral penicillin are uniformly greater than with 
oral preparations. The reactions to the long-acting 
intramuscular penicillin included instances of sub- 
jective discomfort at the injection site, occasional local 
induration with sterile abscess formation, occasional 
low-grade fever, and two instances of allergic hyper- 
sensitivity. 

Among reliable patients who understand the impor- 
tance of continuous prophylaxis, the oral program is 
effective and almost completely free of side effects. 
For those patients who tend to be lax in the taking of 
oral prophylaxis, benzathine penicillin, given intra- 
muscularly, offers a more reliable means of preventing 
streptococcal disease, but is associated with greater 
risk of side reactions. 

The ultimate decision as to which method should be 
used in a particular case must be made by physician 
and patient after due evaluation of the individual cir- 
cumstances. Regardless of which route of administra- 
tion is chosen, however, the authors’ study demon- 
strates the significant amount of protection provided 
by penicillin prophylaxis to rheumatic children living 
in a normal family environment. (Am. J. Med., 25:845, 
1958.) 


Hazards of Surgery in Asthmatic Patients 


PRICKMAN and Whitcomb observed some type of pul- 
monary complication postoperatively in only six (3.9 
per cent) of a series of 153 asthmatic patients who 
underwent major operations. Two of the six patients 
had bronchopneumonia, two had obstructive pneumo- 
nitis, and two had severe asthma. This incidence is 
significantly less than the incidence of 13.2 per cent 
and 15 per cent reported previously from the same 
clinic. 

The authors also reviewed the records of 178 asth- 
matic patients who underwent minor operations dur- 
ing the same period. There were only four complica- 
tions in this group of patients. A complication noted 
in this group was asthma. 

The general anesthetic agents consisted mainly of 
ether or intravenously administered thiopental (Pento- 
thal) sodium. Topical anesthesia was used for all intra- 
nasal operations and bronchoscopic procedures. No 
untoward reactions were attributed to the anesthetic 
agents. 

The favorable drop in the frequency of postoperative 
pulmonary complications was attributed to several 
factors. Careful selection and preoperative preparation 
of patients, scheduling of the operation at a time most 
favorable for anesthesia and surgical treatment, post- 
Operative measures to assure an unobstructed airway, 
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the use of antibiotics and steroid therapy were in:por- 
tant components contributing to the low incidence of 
complications. Patients with acute or subsiding respir- 
atory infections were denied operation until the infec- 
tion entirely subsided. 

Asthmatic patients who have required general anes- 
thesia were hospitalized for at least two nights of ob- 
servation to determine their ability to lie flat in bed 
(one pillow) all night without having cough or asthma. 
Appropriate therapy was administered as long as 
necessary in the hospital before surgery to obtain this 
important objective before submitting any patient to 
anesthesia and operation. Preoperative rest, humidif- 
cation of the room, adequate oral and intravenous 
hydration, nebulization, croup tents, face tents and 
oxygen were among the agents or measures that were 
used. 

Epinephrine or norepinephrine, theophylline prep- 
arations intravenously and rectally administered, and 
antihistamines for sedation were commonly used as 
the occasion demanded. 

A great deal has been accomplished in the instruction 
of resident and nursing personnel in the prevention of 
pulmonary complications after operation. The necessity 
of moving the patient frequently in the immediate 
postoperative period has been emphasized to all con- 
cerned, as well as the importance of limiting sedatives 
and narcotics to a bare minimum. The need for suction 
or bronchoscopy for the removal of tracheobronchial 
secretions was materially lessened by these precautions. 
(Dis. of Chest, 35:30, 1959.) 


Removal of Potassium end Ammonium from Bank 
Blood 


A PROGRESSIVE RISE in the concentration of potassium 
and ammonium occurs in whole blood during storage. 
In patients receiving large transfusions of bank blood, 
the concentrations of these ions can cause difficulty. 

Schechter, Nealon and Gibbon recommend that the 
blood be passed through an ion-exchange resin at the 
time of administration to remove the excess potassium 
and ammonium ions. A plastic bag containing the resin 
has been developed as a part of the infusion set and it 
is inserted in the line of flow. This offers little resistance 
to the flow of blood and has been effective in removing 
ions at flow rates up to 50 ml. per minute. The resin 
also removes calcium and magnesium ions but these 
can be readily replaced. 

The authors believe that this method will be espe- 
cially valuable for use in patients where a large blood 
loss during surgery is expected, and for patients in 
whom the ammonium level is already high. (Ard. 
Surg., 77:944, 1958.) 
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Hazards of Esophageal Tamponade 


AtrHoucH the Sengstaken-Blakemore tube is widely 
recommended for the treatment of bleeding from 
esophageal varices, little attention has been paid to the 
extent of complications resulting from use of the tube. 
Accordingly, Conn analyzed the clinical and autopsy 
records of 50 patients in whom the tube had been used 
on one or more occasions (81 occasions in all). 

In 19 of the patients, complications developed dur- 
ing a period of esophageal tamponade, and nine pa- 
tients died as a direct consequence (see diagram at the 
right). 

Conn noted that most of the difficulties encountered 
with use of the Sengstaken-Blakemore tube were at- 
tributable to lack of experience on the part of the 
physician using it. He tabulated the factors precipi- 
tating complications as follows: 

1. Improper use of the Sengstaken-Blakemore tube. 

2. Mechanical defects of the tube. 

3. Miscellaneous factors. 

a. Inability to pass tube into stomach. 

b. Abnormal positions of the tube (coiled in 
esophagus or stomach). 

c. Abnormal patient responses. 

d. Regurgitation of tube. 

e. Anatomic variations. 

As a guide to proper use of the tube for esophageal 
tamponade, the author suggested the following points: 

1. A new tube should always be used. 

2. The gastric contents should be aspirated im- 
mediately. 

3. Traction on the tube should not be used. 

4. Nothing should be administered orally. 

5. Constant nursing attendance is mandatory. 

6. The tube should be transected before it is re- 
moved. (As the author said, ‘This procedure assures 
deflation of the balloons and ensures a new tube for 


the next patient.”) (New England J. Med., 259: 701, 
1958.) 


Postoperative Pneumoperitoneum in Infants 


ALTHOUGH postoperative pneumoperitoneum persist- 
ing for seven to 14 days is a normal finding in the 
adult, Hope and Cramer were unable to find any men- 
tion of this problem with specific reference to infants 
and children. In an attempt to evaluate the problem of 
Postoperative pneumoperitoneum, the authors carried 
out X-ray examination of the abdomen in infants and 
children 24 hours following a laparotomy. Most of the 
cases examined were deliberately chosen because the 
Operative procedure was complicated, lengthy and 
frequer:tly involved the removal of a large mass lesion. 


GP 1959 


During use of the Sengstaken-Blakemore tube for 
esophageal hemorrhage, 19 of 50 patients developed 
major complications. 


No air was noted in the peritoneal cavity in any of the 
infants and children at 24 hours. Gradually the post- 
operative examination was reduced to a film taken in 
the recovery room within 30 minutes following surgery. 
In only three of the 19 patients examined within 30 
minutes postoperatively was there any air present in 
the peritoneal cavity, and in each of these cases the air 
was not visualized at 24 hours. 

Seldom will a roentgen examination of the abdomen 
be ordered earlier than 48 hours following laparotomy. 
If more than a trace of air is present at this time, a 
perforation is the most probable cause. Although the 
series of 19 infants and children studied following 
laparotomy is not large, the findings are so constant as 
to appear significant. The ages varied from 2 days to 8 
years, and in this range, no difference due to age was 
noted. At what age an older child will present the 
usual adult findings is not yet known. (Radiology, 71: 
797, 1958.) 


Orabilex for Cholecystography 


Tepuick and his associates studied a new oral gall- 
bladder medium, Orabilex, in 112 patients. Orabilex 
is the sodium salt of a tri-iodo-organic compound con- 
taining 57 per cent iodine. It was administered in 6- 
Gm. doses routinely to all adult patients regardless of 
weight. 

The radiopacity of the gallbladder shadows was 
denser than that usually obtained using Telepaque. 
Since the dose used is twice that employed with Tele- 
paque, it was not entirely surprising to find these very 
dense gallbladder shadows even in patients over 200 
pounds in weight. Opacification of the ducts (cystic, 
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hepatic, and common), was observed in a high per- 
centage of patients during Orabilex studies. In only 25 
per cent of the patients receiving a fatty meal was duct 
opacification absent. In some instances, duct visualiza- 
tion was obtained in the presence of a nonvisualized 
gallbladder. 

A low incidence of confusing bowel opacities was 
noted. Although opacities are found in virtually every 
patient after Telepaque, in the authors’ series only 
18.7 per cent of the patients showed any areas of in- 
creased density in the bowel contents after Orabilex. 
Moreover, these were not discrete densities, but rather 
diffuse, faint opacifications of bowel contents, which 
did not interfere with clear gallbladder delineation, and 
practically never produced discrete shadows that could 
be mistaken for opaque calculi. 

Although six 1-Gm. tablets were uniformly given to 
every patient, a lower incidence of toxicity or side 
effects was observed with Orabilex than with com- 
parable doses of Telepaque. (Am. J. Roentgenol., 80: 
961, 1958.) 


Gastric Cancer Following Gastric Surgery 


Pack AND Barnes have reported 19 patients who de- 
veloped gastric carcinoma years after previous gastric 
surgery. As indication for the original procedure, 16 
patients had duodenal ulcer; two, benign gastric ulcer ; 
and one, a sarcoma of the distal part of the stomach. 
Fifteen patients had a simple gastroenterostomy, four 
had subtotal gastrectomy. The time between the origi- 
nal operation and the operation for gastric cancer was 
from two to 39 years, with an average of 13 years. In 86 
per cent of the cases, the carcinoma had developed at 
the site of the gastrojejunal anastomosis, and the cancer 
was always on the gastric side of the stomach, while 
benign marginal ulcers are always on the jejunal side. 
The diagnosis of this condition is difficult because 
symptoms are usually related to recurrence of peptic 
ulcer disease. 

In the reported series, only seven cases proved to be 
resectable, only three of these patients are alive. The 
authors believe that benign marginal ulceration usually 
occurs within 13 years following operation and that 
any time symptoms arise later than this, there should 
be a suspicion of cancer. (Surgery, 44:1024, 1958.) 


Surgery for Sarcoma 


SaRcoMas are characterized by free invasion of sur- 
rounding tissue, spread along fascial planes and nerve 
trunks, lack of encapsulation, and occasional blood 
without lymphatic metastases. Surgical excision must 
therefore be radical if it is to be successful. 
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When an extremity is involved, amputation is the 
usual therapy of choice; local excision is usually {ol- 
lowed by prompt recurrence. Bowden and Booker 
report a series of cases treated by radical excision of 
soft tissue which they feel satisfy the most rigid criteria 
for cancer surgery while still preserving the affected 
limbs. Resection of soft tissue is held to be feasible if the 
primary tumor does not involve bone, joint, major 
nerves or blood vessels. The technique advanced in- 
cludes wide excision of the tumor by sharp dissection 
through normal tissue, removal of muscle groups, 
proximal ligation of major veins draining the involved 
area, and regional node dissection where possible. 
Thirty-seven cases of upper and lower extremity 
sarcoma which have been treated in this way are re- 
ported. Nine died with distant metastases without 
local recurrence, six showed evidence of local recur- 
rence, and 20 are living and well two to seven years 
following operation. (Surgery, 44: 963, 1958.) 


Myxedema Reflex in Children 


THE ABNORMAL deep tendon reflex in myxedema is a 
valuable physical sign. It is characterized by apparent 
normal contraction of the muscle followed by abnor- 
mally slow relaxation. Bowers, Gordon and Segaloff 
emphasize the value of this sign in children with hypo- 
thyroidism. 

These authors studied six nongoitrous cretins, three 
goitrous cretins and two children with hypothyroidism 
following thyroidectomy. The typical myxedema reflex 
was strongly present in each case. With therapy, as in 
adults, the reflex returned to normal before many of 
the other signs disappeared. 

The authors emphasize the simplicity and specificity 
of this test. It is particularly helpful when special thy- 
roid function studies are not available, or if special tests 
cannot be done because of recent iodine ingestion, or if 
specific thyroid tests do not agree with the clinical 
diagnosis—as may be the case in goitrous cretins. (J. 
Pediat., 54: 46, 1959.) 


Intestinal Stenosis Following Hernia 


THE MOST IMPORTANT QUESTION facing the surgeon 
operating on a strangulated hernia is the viability of 
the involved gut. Some cases have obviously necrotic 
bowel, others show intestine that has clearly not been 
seriously injured. Between these well-demarcated 
guideposts lie the problem cases which show some 
vascular engorgement and discoloration but no evident 
gangrene. If the gut shows signs of recovery (pink col- 
or or peristalsis, for example) it is replaced within the 
abdomen, and that usually ends the problem. 
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Cherney, however, reports one personal and 82 
collected cases in which recovery did not ensue, but 
which developed symptoms of chronic bowel obstruc- 
tion, months or years following the herniorrhaphy. At 
reoperation, a tubular stenotic segment of bowel is 
found. 

The stenosis is presumably due to contraction fol- 
lowing sublethal ischemia. Following the first opera- 
tion, several patients in the series were troubled with 
diarrhea with late rectal bleeding (rectal bleeding 
within the first 24 hours is due to venous congestion 
and usually has no serious implications). (Ann Surg., 
148:991, 1958.) 


Blood Ammonium in Liver Disease 


IN PATIENTS WITH CIRRHOSIS, especially those with 
portocaval shunt, excessive intakes of protein may 
precipitate the syndrome of impending hepatic coma 
(mental confusion and “flapping” tremor). This is 
often associated with increased blood ammonium con- 
centrations. Webster, Davidson and Gabuzda inves- 
tigated some of the factors contributing to elevated 
blood ammonium under these circumstances. These 
authors sampled superficial abdominal (portal col- 
lateral) venous blood in patients with chronic hepatic 
disease. 

Prompt increases in portal collateral blood am- 
monium nitrogen concentration followed the adminis- 
traction of 20 to 50 Gm. of protein orally, of 4 to 10 
Gm. of glutamine orally, of 0.8 to 70 mg. of urea 
nitrogen per minute intravenously and of 50 mg. or 
more of ammonium salt nitrogen orally. No increases 
resulted from ingestion of 10 Gm. 1-glutamic acid or 25 
mg. or less of nitrogen given orally as an ammonium 
salt. 

Experiments indicate that most of the ammonium in 
portal blood comes from the large intestine. Further, 
ammonium can be formed in the gastrointestinal tract 
by means of bacterial enzymatic action. When these 
authors gave neomycin orally to the same patients, 
there was a decrease in the gastrointestinal ammonium 
production from urea given intravenously. This effect 
is shown in the accompanying graph. Infused urea prob- 
ably enters the gastrointestinal tract where ammonium 
is formed from it by bacteria. 

The portal blood ammonium levels following protein 
and glutamine orally were not decreased by the oral 
use of neomycin. 

These studies support the value of protein restric- 
tion in patients nearing hepatic coma. They also sug- 
gest that neomycin might be particularly applicable in 
the management of such patients who, in addition, 
have azotemia. (J. Lab. > Clin. Med., 52:501, 1958.) 
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Life Expectancy Following Hip Fracture 


REPLACEMENT of the femoral head with a prosthesis has 
been advocated in hip fracture in the aged. This pro- 
cedure results in less satisfactory function than inter- 
nal fixation but has been justified on the following 
counts: (1) earlier ambulation, (2) short life expect- 
ancy of the average patient with a fractured hip. 
Fitts, Lehr, Schor and Roberts have reported sur- 
vival figures in 108 patients with 109 fractured hips. 
The mean age for the series is 71.5 years. A life ex- 
pectancy table was constructed of similar individuals 
(identical age, sex and race ratio), and it was found 
that if a patient survived the first six months after 
fracture, his life expectancy was the same as that of his 
noninjured peers (about 11 years). Mortality figures 
were based on the number living until weight bearing 
was possible (approximately six months). Patients 
with femoral neck fractures had a 16 per cent mortality 
in this period, while the rate for patients with intertro- 
chanteric fractures was 30 per cent. Of the surviving 
patients, 97 per cent of the trochanteric fractures had 
good results as compared with 82 per cent of the neck 
fractures. Almost half the patients dying before weight 
bearing had severe associated disease, namely, recent 
coronary occlusion, metastatic malignancy or renal 
failure. Because of the relatively long life expectancy 
of those patients who live until weight bearing, the 
authors believe that replacement of the femoral head 
with a prosthesis, a “second best” procedure, is not 
warranted except in patients with severe concurrent 
disease. (Surg., Gynec. ¢ Obst., 108:7, 1959.) 
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Demethylchlortetracycline 


DEMETHYLCHLORTETRACYCLINE (DMCT) is produced by 
a mutant of the strain of Streptomyces aureofaciens 
from which chlortetracycline was originally produced. 
Kunin and Finland studied some of the pharmacolog- 
ic properties of this new antibiotic. It proved to be 
much more resistant to degradation by acid and alkali 
than the other tetracyclines. Moreover, DMCT is 
cleared very slowly by the kidney when compared with 
tetracycline. Because of these features, much higher 
levels of antibacterial activity occur in the blood after 
comparable oral doses, and these high levels are sus- 
tained for longer periods. 

The authors demonstrated that after a single 500- 
mg. dose of DMCT, blood levels ranged from 0.3 to 1 
mcg. per ml. after 48 hours. This was only slightly less 
than the average level in serum 24 hours after the ad- 
ministration of 500 mg. of tetracycline hydrochloride 
combined with citric acid. The activity was still de- 
monstrable, ranging from 0.1 to 0.7 (average 0.3 mcg. 
per ml.) in the serum at 72 hours. After repeated oral 
doses taken under a normal dietary regimen, DMCT 
showed levels considerably higher than after the ad- 
ministration of tetracycline hydrochloride with citric 
acid, 

The possible therapeutic implications of these find- 
ings are clear. They indicate that smaller and less fre- 
quent doses of DMCT, as compared with tetracycline, 
may produce the same systemic antibacterial effects in 
vivo. (New England J. Med., 259: 999, 1958.) 


Pseudomonas Septicemia 


Forkner and his associates present their observations 
on 23 cases of Pseudomonas septicemia. All but two of 
the 23 patients had malignant neoplastic disease. Thir- 
teen had acute leukemia. 

The presumed portals of entry of Pseudomonas 
aeruginosa were varied, but the most frequent sites 
were the skin and mucous membranes. In the 22 fatal 
cases, the median duration of life following the first 
positive blood culture was four days. Twelve of the 23 
patients (52 per cent) had jaundice concurrently with 
their septicemia. In six patients, Pseudomonas menin- 
gitis developed; and in two, septic arthritis occurred. 
Terminally, all 22 patients experienced a precipitous 
and profound fall in blood pressure, which generally 
was unresponsive to the administration of whole blood. 

In each of the 23 patients, therapy with antimicrobial 
drugs was begun at the time a presumptive diagnosis 
of septicemia was made, but the nature of the organism 
was unknown. The short duration of life, once Pseudo- 
monas septicemia occurred, precluded the institution 
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of specific treatment in some cases. However, ni:ie of 
the 23 patients were treated with polymyxin B. jn all 
but one of these nine patients, therapy was started 
within 48 hours of the positive blood culture. In cight 
of these nine patients, polymyxin therapy was added to 
streptomycin and a tetracycline compound. All tie 14 
patients not treated with polymyxin received a tetra- 
cycline drug, chloramphenicol, streptomycin, neo- 
mycin or combinations thereof. Of the 13 patients 
with acute leukemia who developed Pseudomonas sep- 
ticemia, ten (77 per cent) occurred in patients receiving 
broad-spectrum antimicrobial therapy. 

Thus, Pseudomonas aeruginosa was a common 
superinfecting organism. The authors present data 
that indicate that the administration of antimetabolites 
does, in some way, increase the susceptibility of pa- 
tients to Pseudomonas septicemia. (Am. J. Med., 25: 
877, 1958.) 


Hyperbilirubinemia in a Premature Infant 


KERNICTERUS in premature infants is now a well- 
established entity. In infants with hemolytic disease, 
death from kernicterus occurs before the fourth day of 
life; but in premature babies death is later—usually 
between the fifth and tenth days. 

The signs of kernicterus are lethargy, disinclination 
to feed, vomiting, intermittent cyanosis, head retrac- 
tion and increased muscle tone. 

Later, the respirations become shallow and irregular. 
The child may die 12 to 18 hours after these signs 
appear. Many of those who recover have neurologic 
sequelae, such as muscular rigidity, athetosis and 
mental retardation. 

Hyperbilirubinemia is probably the most important 
factor in the production of kernicterus. This feature is 
not seen in babies with hemolytic disease who are still- 
born or die from hydrops fetalis in the first few hours 
of life, because there has been no time for serum 
bilirubin to rise to a high level. The more immature the 
baby, the greater the immaturity of the liver, and it has 
been suggested that hyperbilirubinemia is due to im- 
maturity of the liver. 

Newns and Norton followed the serum bilirubin 
levels in a group of premature babies and found that 
the peak levels were on the fourth to sixth day after 
birth in most cases. They recommend that exchange 
transfusion be used in premature babies with serum 
bilirubin levels rising to 30 mg. or if the levels rise 
suddenly on the third or fourth day of life coupled with 
developing lethargy or difficulty in feeding. Since this 
practice has been followed, no new cases of kernicterus 
have developed among these patients. (Lancet, 2:1138, 
1958.) 
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Evaluation of Thyroid Function 


LuppECKE assayed four factors for their accuracy in 
evaluation of thyroid function. They were as follows: 
cinical impression, BMR, protein-bound iodine and 
radioactive iodine uptake. When one of the factors was 
in disagreement with the other three, it was considered 
erroneous. The results of the evaluation are shown in 
the diagram at the right. 

It is evident that, in the hospital in which this study 
was conducted, the test for protein-bound iodine was 
most satisfactory. The author registered strong dis- 
agreement with other writers who have deprecated the 
test as “not easily adaptable to the clinical medical 
laboratory of the average community” or likely to be 
inaccurate. (Ann. Int. Med., 49: 305, 1958.) 


Ewing’s Sarcoma 


Tue piaGNnosis of Ewing’s sarcoma (endothelioma) is 
associated with a sepulchral outlook, but Harrison 
reports the case of a 23-year-old male who has survived 
his original lesion by ten years and two separate pul- 
monary metastases. The first pulmonary focus ap- 
peared almost three years following amputation of the 
leg (primary at upper tibia). This was excised sur- 
gically. Five years later, he developed a large hilar mass 
which subsided after x-ray therapy. The patient is 
alive and well three years following the second me- 
tastasis. 

The author reviews 18 other cases of ten-year sur- 
vival with Ewing’s tumor, six of which had presumptive 
pulmonary spread, three of which responded to irradi- 
ation and three of which apparently subsided spontane- 
ously. The average five-year survival for all reported 
series is 10 per cent, the ten-year survival, 4 per cent. 
Approximately 20 per cent of all cases had a clear his- 
tory of local trauma antedating discovery of the tumor. 
(Ann. Surg., 148:783, 1958.) 


Bacteriology of Human Portal Blood 


SINCE DEATH following hepatic ischemia in dogs is 
usually due to overgrowth of Clostridia and Gram- 
positive cocci, many have advocated routine use of anti- 
biotics in humans in cases of injury to the hepatic circu- 
lation. Antibiotic therapy has been effective in such 
instances with dogs which are known to normally 
harbor organisms in the liver and portal blood stream. 

Previous investigations have indicated that the hu- 
man liver is sterile, and Orloff, Peskin and Ellis have 
teported cultures of human portal blood obtained at 
laparotomy from 101 patients. The samples obtained 
Were subjected to culture under both aerobic and 
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anaerobic conditions. Ninety-eight of the 101 speci- 
mens proved to be sterile, the three positive cultures 
being moldy. 

Culture of ten samples of portal blood from dogs 
showed positive cultures in 60 per cent. The authors 
believe that the results of animal experiments concern- 
ing the bacterial factor in hepatic ischemia are not 
applicable to man. (Ann. Surg., 148: 738, 1958.) 


Effectiveness of Influenza Vaccines 


GUNDELFINGER and his associates performed a control 
study to determine whether or not a commercially pre- 
pared inactivated monovalent Asian-strain influenza 
vaccine would prevent the epidemic disease. In addi- 
tion, the authors considered it desirable to determine 
whether or not a polyvalent influenza vaccine that had 
been in use in the military services and did not con- 
tain antigens derived from the Asian strain of influenza 
virus would provide any protection against or modifi- 
cation of Asian influenza. The results of their observa- 
tions showed that a high degree of protection against 
influenza during the epidemic was provided by the 
monovalent Asian-strain influenza vaccine. In addition, 
some protection also resulted from the use of the poly- 
valent influenza vaccine. 

During the epidemic, 83 to 90 per cent reduction in 
febrile respiratory illness was associated with prior 
inoculation with the monovalent Asian influenza vac- 
cine. A similar 21 to 46 per cent reduction was asso- 
ciated with prior inoculation with a polyvalent in- 
fluenza vaccine not containing the Asian strain. It ap- 
pears that there is some immunologic similarity between 
the Asian strain and other previously prevalent in- 
fluenza viruses. No untoward reactions were observed. 


(New England J. Med., 259: 1005, 1958.) 
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Papillary Thyroid Cancer 


RECOMMENDATIONS for the handling of papillary lesions 
of the thyroid have no uniformity and range from sub- 
total lobectomy to total thyroidectomy with neck 
dissection. 

Beahrs and Woolner report a series of 136 cases of 
papillary carcinoma of which 47 per cent had cervical 
lymphatic metastasis. In only five cases was a con- 
ventional radical neck dissection performed. No neck 
dissection of any sort was done prophylactically. Elev- 
en per cent of the glands showed multicentric (usually 
bilateral) lesions. The operative mortality was zero, 
the five-year survival rate, 97 per cent, the ten-year 
rate, 88 per cent, and the 15-year rate, 76 per cent. 
Nineteen deaths were recorded, three due to recurrent 
midline carcinoma of the thyroid, none with carcinoma 
in the lateral neck. Three of 14 patients who had had 
only biopsy procedures because of inoperable lesions 
were alive nine, ten and 11 years after biopsy. 

The authors believe that their data support the 
tenets of conservative approach to the surgical man- 
agement of papillary cancer of the thyroid and show 
that neck dissection is rarely indicated. (Surg., Gynec. 
e> Obst., 108:43, 1959.) 


Weight Loss Following Surgery 


WEIGHT Loss which is not accounted for by the differ- 
ence between food ingested and material excreted is 
called insensible loss and in fasting humans has been 
shown to vary between 300 to 830 mg./kg./hr., with 
an average of 600. 

Paquin reports a study of four men who had radical 
cystectomy for cancer of the urinary bladder. The food 
and liquid ingested was carefully weighed as was the 
weight of all excreta. The insensible loss was found to 
average 1,120 mg./kg./hr., or twice the average nor- 
mal rate. (Ann. Surg., 148:937, 1958.) 


Carcinoma of the Lung 


MANY RECENT StupIES have demonstrated that histol- 
ogic blood vessel invasion is a frequent finding in 
carcinoma of the lung. Langston and associates report 
a series of 15 cases of carcinoma of the lung in which 
perfusion of the pulmonary vessels was used to supple- 
ment ordinary histologic sectioning in the study of 
metastatic spread. The surgical specimen (whole lung 
or lobe) was perfused with saline and nucleated cells 
separated out by differential centrifugation. Twelve of 
the 15 cases showed tumor cells in the perfusing fluid, 
and of the three that were negative, two showed vascu- 
lar invasion on histologic examination, a total of 14 
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out of 15 cases giving evidence of blood vessel in\ asion 
with tumor. The authors suggest that future surgical 
techniques should be aimed at minimizing tumor cell 
embolization during operation, rather than toward en 
bloc dissection of areas of lymphatic drainage. (Surg., 
Gynec. @ Obst., 107:704, 1958.) 


Gastric Polyps 


THE RELATIONSHIP between gastric polyps and hyper- 
trophic gastritis and cancer of the stomach is well 
known. Carlson and Ward have followed 74 cases 
which they divide between polyps (solitary, multiple 
and diffuse) and giant hypertrophic gastritis. The 
more common symptoms, in order of frequency, were 
epigastric pain, vomiting, anorexia and hematemesis, 

Of 49 cases of single polyps, six proved to be malig- 
nant. The authors performed simple polypectomy in 
13 cases and subtotal resection in 21. In the 22 cases 
of multiple discrete polyps, 18.2 per cent had carci- 
noma of the stomach, and one of three cases of diffuse 
polyposis showed malignancy. 

The importance of giant hypertrophic gastritis is 
that it is frequently confused with multiple polyposis 
or diffuse carcinoma on x-ray. If the lesion is found at 
operation, resection is not warranted unless the pa- 
tient has been bleeding. (Surg., Gynec. ¢& Obst., 107: 
727, 1958.) 


Hemorrhage from Colonic Diverticula 


BiEEDING from diverticula of the colon is frequently a 
diagnosis of exclusion. Its frequency is unknown, and 
prior to 1920 the diagnosis was seldom made. Earley 
believes that it is a rather frequent cause of severe 
bleeding in older patients and reports 23 patients in 
whom the diverticular hemorrhage was massive. He 
used the classic diagnostic criteria for diverticular 
bleeding: (1) red blood per rectum, (2) demonstration 
of diverticulosis of colon by sigmoidoscopic examina- 
tion and x-ray, with exclusion of other bleeding lesions, 
(3) upper G.I. tract normal to x-ray, (4) no bleeding 
dyscrasia. 

The incidence of massive bleeding in diverticular 
disease was 4.5 per cent of all cases of diverticulosis. 
The age range was 44 to 81 years, and there were 14 
females and 9 males. The recommended therapy is 
conservative support with operative excision of the in- 
volved bowel being reserved for those who do not stop 
bleeding. Of the 23 cases reported, seven required par- 
tial to subtotal colectomy, and two of the operative 
patients died. 

The author believes that if operation is necessary, 
all the diverticula-containing colon should be removed 
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unless an actual bleeding point can be demonstrated. 
Such demonstrability is rare. If the patient is too ill for 
colectomy, provisional diversion of the fecal stream 
may be life-saving. (Surg., Gynec. ¢ Obst., 108:49, 
1959.) 


Injuries to Flexor Tendons of the Hand 


Bet and his associates have reviewed their experience 
in 60 children who had sustained tendon injuries or 
combined tendon and nerve injuries to the flexor sur- 
face of the hand. The majority of the patients were less 
than 6 years of age. 

The preoperative diagnosis of tendon injuries in a 
young child was not difficult provided the posture of 
the hand was observed properly. In the young child, 
nerve injuries could be suspected by the location of the 
surface wound, but the absolute identity of nerve inter- 
ruption had to be confirmed at the time of the operative 
procedure. 

Operative techniques in children were the same as 
those for older patients. Although the structures are 
smaller, the operative procedure was often less difficult 
than in adults. 

Sixty-four operations were performed in the 60 
children. In five patients, primary tendon repairs were 
done; in 56 patients secondary repairs of tendons 
and/or nerves were done. Fifty-three of these patients 
were followed, and the functional return was judged as 
excellent in 23 patients and as good in 18 patients, 
for a total of 41 good results in 53 patients. (J. Bone e& 
Joint Surg., 40-A :1220, 1958.) 


Tendon Reflexes and Thyroid Function 


For MANY Years it has been observed that there is a 
correlation between the activity of deep tendon re- 
flexes and thyroid function. Thus, the reflexes are 
spoken of as “brisk”’ in instances of hyperthyroidism, 
and they are spoken of as “slowed” in hypothyroidism. 
In the latter instance, most students of the problem 
have stated that the relaxation phase of the reflex in 
particular is slowed. 

Quantitative studies on this problem have rarely 
been reported. Lawson’s findings are therefore of ex- 
ceptional importance. Surprisingly, he found that the 
contraction phase—not the relaxation phase—cor- 
related best with the thyroid function. His measure- 
ments were performed by means of an instrument of his 
own devising—the Kinemometer. The variations for 
the contraction phase of the deep tendon reflex in 
various states of thyroid function are shown in the 
-" at the right. (New England J. Med., 259:761, 
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Coronary Circulation 


Tue errect of cardiac rate and rhythm upon the coro- 
nary circulation is an important consideration in par- 
ticular in patients who have some coronary artery 
disease. The problem must be considered from the point 
of view of two factors: (1) nutritional demands of the 
myocardium and (2) volume of coronary blood flow. 
With reference to the first, it is evident that when the 
heart beats at a fast rate, the metabolic needs of the 
myocardium increase so that there may be “relative 
coronary insufficiency” even though blood flow through 
the coronary arteries is greater than when the heart is 
beating at a slower rate. The studies of Corday and his 
colleagues have demonstrated that coronary flow does 
indeed increase when the heart beats more rapidly, up 
to a limit of about 160 beats a minute, beyond which 
coronary flow is likely to diminish precipitously. 
Cardiac arrhythmias and excessively fast heart rates 
(above 160-170) impair coronary flow by several mech- 
anisms. A fast rate alone may account for decreased 
cardiac output due to inadequate cardiac filling during 
shortened diastole. This results in inadequate delivery 
of blood to the coronary circulation—a factor that is 
intensified because systemic blood pressure drops and 
coronary perfusion pressure is correspondingly re- 
duced. Similar influences may prevail continuously or 
intermittently when the cardiac rhythm is irregular. 
Ordinarily, premature beats have been thought to 
be relatively innocuous. However, Corday’s group warn 
that ventricular premature beats are attended by di- 
minished coronary flow so that they represent an ele- 
ment of danger in patients who have coronary artery 
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disease. This is all the more so when the premature 
beats are frequent, as in bigeminy. 

The therapeutic implications of these studies are 
evident. In patients having coronary artery disease, 
arrhythmias should be treated promptly. When a lag 
is expected before the treatment will become effective 
and when the arrhythmia is associated with a fall in 
blood pressure, pressor agents should be used mean- 
while in order to, maintain coronary flow. Failure to 
adhere to these principles carries the risk of irreversible 
myocardial damage in the form of fibrosis or infarction. 


(Mod. Concepts Cardiovascular Dis., 27:493, 1958.) 


Congenital Hypertrophy 


CONGENITAL HYPERTROPHY is defined as a condition in 
which there is overgrowth of one side of the body. The 
etiology is unknown. Congenital hypertrophy varies so 
markedly in extent and severity that an almost infinite 
number of variations is possible. 

Bryan, Lipscomb and Chatterton, in reviewing re- 
ported cases, have found there are certain factors, how- 
ever, which occur often enough to have prognostic 
significance. 

Mental deficiency has been said to occur in 15 to 20 
per cent of cases; the sexual incidence is about equal. 
The right side is involved more frequently than the left. 
A lower extremity is involved more frequently than an 
upper extremity in the segmental cases. 

Associated anomalies, such as syndactylism, abnor- 
mal growth of nails, nevi, hemangiomas, telangiectasia, 
clubbed feet, hypospadias, congenital heart disease, 
supernumerary nipples, polydactylism and synostosis, 
occur in 50 per cent of the cases. 

Reports of pathologic examinations have revealed 
true hypertrophy of all structures in the extremities. 
As this condition is progressive almost all of the pa- 
tients have required orthopedic procedures to combat 
the unequal extremity lengths that develop. (Am. J. 
Surg., 96:654, 1958.) 


Mucocutaneous-Ocular Syndrome 


THE TERM, “‘mucocutaneous-ocular syndrome,” has 
been proposed as a general collective name for a group 
of syndromes characterized by ulceration of the mouth 
and anogenital membranes, skin rashes and inflamma- 
tion of the eyes. The condition usually runs a chronic 
but intermittent course and is accompanied in some 
cases by involvement of the joints, respiratory tract 
and central nervous system. 

The nomenclature is confusing, and patients with 
marked oral and genital ulceration and serious eye in- 
volvement are usually described as having Behcet’s 
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syndrome. Patients with predominant skin manilesta- 
tions and systemic upsets are usually described as hay- 
ing severe erythema exudativum multiforme or Stevens. 
Johnson syndrome. 

Boe and his associates, in a general review of this 
syndrome, discuss the clinical-pathologic findings of 
four fatal cases. 

Their cases demonstrate that the gastrointestinal 
tract may be implicated in the mucocutaneous-ocular 
syndrome. In three of the patients, this was the primary 
cause of death, while one died from central nervous 
system involvement. In two cases, the main lesions 
were in the large bowel associated with a clinical pic- 
ture of ulcerative colitis. In one case, the lesions were 
confined, for the most part, to the rectum; and in one 
case, histologic examination revealed that all of the 
gastrointestinal tract was involved. 

The authors believe that some of the cases ordi- 
narily included in the large group of ulcerative colitis 
actually belong to this syndrome. 

Sigmoidoscopy will not suffice in separating these 
cases from ordinary ulcerative colitis, however, a case 
history of exanthemata, recurring stomatitis, anogeni- 
tal ulcers, and involvement of the eyes may be diag- 


nostic. (Am. J. Med., 25: 857, 1958.) 


Transventricular Aortic Commissurotomy 


Giover and Gadboys have presented a series of 78 
patients in whom transventricular aortic commissuroto- 
mies have been done. Seventy of these patients had 
moderately or severely calcified valves. 

The operation has been performed the patient 
in the left lateral position, and the incision is made 
through the fifth interspace. In the first 37 of these pa- 
tients, a large three-pronged dilator utilizing a purse 
string suture was used. In the last 41 patients, a small, 
pencil-sized two-pronged dilator has been used; purse 
string sutures are not necessary for hemostasis with the 
latter group of patients. 

The over-all results reveal there were 19 operative 
deaths. However, only two of these occurred in the 
last 41 patients where the smaller dilator was used. Of 
the first 37 patients, 12 patients are living three to 
seven years postoperatively ; all are improved. Thirty- 
three of the last 41 patients have been followed for a 
year or more and 25 of these patients are alive; 22 of 
these are improved. 

This indicates that following data is complete in 70 
of 78 patients and that 34 of the 70 patients have been 
improved clinically by this procedure. The authors 
believe that this method of approach to the problem of 
aortic stenosis is the best. (J. Thoracic Surg., 36: 839, 
1958.) 
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Dissecting Aneurysm of the Aorta 


From A REviEw of the literature for the years 1933 to 
1954, Hirst, Johns and Kime collected 505 cases of 
dissecting aneurysm of the aorta. They noted that the 
term for this lesion is, in a sense, an unfortunate one 
because it is truly a dissecting hematoma rather than 
an aneurysm. 

The authors described the typical patient as a mid- 
dle-aged male who has previously been in good health 
except for the presence of hypertension. However, the 
disease does occur in younger people, especially in 
association with arachnodactyly, coarctation of the 
aorta or pregnancy. In the latter connection, about 50 
per cent of cases of dissecting aneurysm in women 
under the age of 40 occur in association with preg- 
nancy. 

The onset of the disease is classically sudden with 
violent pain that is usually located in the chest (sub- 
sternal or precordial) but may begin in the abdomen 
or some part of the head and neck region. The diag- 
nosis is strongly suggested whenever severe chest pain 
migrates successively to the back, abdomen, hips or 
legs. 

At the onset, the patient appears to be in shock— 
pallor, sweating, prostration, occasionally cyanosis— 
although the blood pressure may be at hypertensive 
levels. 

The sudden development of an aortic diastolic mur- 
mur is quite distinctive for this disease. Depending 
upon the extent of dissection, there may be changes 
asymmetrically in the pulses of the extremities. In like 
manner, a variety of systemic involvements may result 
so that symptoms then are referable to respiratory, 
nervous, urinary or ocular systems. Such a spread of 
organ involvement, while supporting the diagnosis of 
dissecting aneurysm, may be initially confusing to the 
diagnostician. 

If the patient survives, pain tends to disappear 
gradually. When it resumes again abruptly, usually the 
significance is ominous—portending aortic rupture. 
There is a gradual lowering of the erythrocyte count 
and proportionate elevation of icterus index. Some 
elevation of white blood cell count also is present. 

The electrocardiogram is seldom normal—indicative 
of myocardial infarction or coronary insufficiency in 
nearly 20 per cent of the cases. The most distinctive 
x-tay finding is a widening or irregularity of the aortic 
shadow as demonstrated by serial roentgenograms. 

Cases can be subdivided into three groups—acute, 
surviving less than two weeks ; subacute, surviving from 
two to less than six weeks; and chronic, surviving for 
six weeks or more. Rupture of the aorta is the most 
frequent cause of death (see diagram at the right). 
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Cause of death in dissecting aneurysm of the aorta 


When the aorta ruptures, extravasation of blood occurs, 
in descending order of frequency, into the pericardial 
sac, the left pleural sac, the right pleural sac, the 
mediastinum, the retroperitoneal area, the peritoneal 
cavity and the gastrointestinal tract. (Medicine, 37:217, 
1958.) 


Superior Vena Caval Obstruction 


Osstruction of the superior vena cava was first de- 
scribed by William Hunter in 1757 who reported a case 
secondary to an aneurysm of the aorta. Slight com- 
pression may cause minimal signs, and in rare cases, 
complete occlusion of the vessel may occur without 
clinical evidence. 

Failor, Edwards and Hodgson have reported 33 cases 
of superior vena caval obstruction demonstrated at 
necropsy. The causes in these cases were primary 
carcinoma of the right lung—55 per cent, other pri- 
mary chest malignancies—9 per cent, metastatic car- 
cinoma—12 per cent. 

In other series, obstructions due to aortic aneurysm 
comprise almost 30 per cent of cases, but the authors 
report no such cases. Symptoms of obstruction were 
definite in 64 per cent of cases, suggestive in 18 per 
cent and entirely lacking in 12 per cent. The initial 
symptoms of disease were due to superior caval ob- 
struction in only two of the 28 cases due to malignancy 
(both lymphomas). 

The appearance of obstruction in patients with 
carcinoma of the lung is a very ominous sign and 
almost always indicates direct involvement of the wall 
of the vein by the neoplasm. When the obstruction is 
not due to a malignancy, signs of caval obstruction 
usually are the initial features of disease. (Proc. Staff 
Meet., Mayo Clin., 33:671-678, 1959.) 
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Nylon and Teflon Arterial Grafts 


Epwarps AnD Lyon have used synthetic grafts for 
replacement of peripheral arteries in 51 patients. The 
following table shows results of using synthetic grafts 
for replacement of peripheral arteries. 


Results 


Patent Throm- 
Grafts bosed Grafts 


Arterial Injury 8 0 
Arteriovenous 
fistula 1 0 
Popliteal 
aneurysm 0 
Traumatic 
aneurysm 1 0 
Arteriosclerosis 


obliterans 38 27 ll 


The one death was in a patient with multiple asso- 
ciated injuries who died 24 hours after replacement 
of an iliac artery for a traumatic injury. The largest 
number of grafts were used for the treatment of arterio- 
sclerosis obliterans in 38 patients, and in these, the 
rate of failure was the highest. Seven of the 11 failures 
occurred acutely and were due to poor distal run-off. 
In the remaining four patients, the graft became throm- 
bosed four to 17 months after operation. 

The authors believe that in using synthetic grafts in 
peripheral arteries where end-to-end anastomoses are 
used, it is extremely important to use a graft with a 
diameter that closely approximates that of the host 
artery. End-to-end anastomoses have been used for all 
diseases where it is necessary to replace the host artery. 
In patients with arteriosclerosis obliterans, end-to-side 
anastomoses, leaving the occluded segment in place, 
have been used. Further, the authors believe that 
Teflon is the best synthetic material for arterial grafts. 
(Surg., Gynec. ¢> Obst., 107: 62, 1958.) 


Experiments on Plasma Transfusions 


Homo ocous pLasMa, free of cells and isoagglutinins, 
is usually considered an ideal plasma volume expander. 
Bliss, Johns and Burgen, noting that intradermal injec- 
tions in dogs of plasma from other dogs produce 
wheals, investigated systemic reactions to autologous 
(same dog) and nonautologous (other dog) plasma 
transfusions. 

Urticaria, failure to retain within the circulation the 
equivalent of transfused plasma volume and protein, 
and increased gastric acid secretion almost invariably 
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followed transfusion of plasma from another dog. I hese 
reactions did not follow transfusion of the dog’s own 
plasma, indicating that these reactions were not <iue to 
methods of handling or storing plasma. 

Reactions to nonautologous plasma appeared to be 
due to release of endogenous histamine. The cutaneous 
reactions were abolished and the retention of plasma 
was improved by administration of an antihistamine, 
Erythrocyte isoagglutinins could not be detected. 

Preliminary experiments in man show that plasma 
incompatability can be demonstrated. So far, the dog 
experiments indicate that the rapid plasma and protein 
loss that follows plasma transfusions is not a simple 
homeostatic volume adjustment, but a reaction to 
“foreign” plasma. (Circ. Research, 7: 79, 1959.) 


Rupture of Spleen in Newborns 


Sreser and Girdany report the survival of three new- 
born infants after surgery for hemoperitoneum due to 
rupture of the spleen. Signs of blood loss, associated 
with abdominal distention in the newborn infant, indi- 
cate hemoperitoneum. Intra-abdominal cysts and as- 
cites are not associated with blood loss, while rupture 
of a hollow viscus causes free intraperitoneal air. In the 
authors’ patients, x-ray examination of the abdomen 
gave signs of free intraperitoneal liquid without pneu- 
moperitoneum. 

The mechanism of splenic laceration in the three 
surviving infants is unexplained. They were normal in 
size, and delivery had been uneventful. The spleens 
were not enlarged. In one infant, an underlying clot- 
ting defect may have caused the bleeding. 

Prompt recognition of massive hemoperitoneum, fol- 
lowed by emergency surgery, is necessary for the sur- 


- vival of these infants. (New England J. Med., 259: 


1074, 1958.) 


Facial Nerve Anastomosis 


FACIAL NERVE PARALYSIS due to destruction of the nerve 
is a serious and permanent disability in most instances. 
Caldwell has used the method of suturing the branches 
of the eleventh nerve to the peripheral branches of the 
facial nerve in two cases with gratifying results. 

In both of these patients, the trunk of the facial nerve 
was removed with a malignant tumor of the parotid. 
The eleventh nerve was then dissected free of its 
attachments and divided into three branches and 
sutured to the zygomatic, buccal and mandibular 
branches of the facial nerve. The patient developed 
motion in the face within two months, and in six 
months, there was nearly complete recovery. (Surgery, 
44:987, 1958.) 
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Polio Upsurge 


(Conference of National Health and Welfare Agency 
Officials, New York, Feb. 24.) Arrer a three-year down- 
ward trend, poliomyelitis cases increased last summer 
and polio may well make an even stronger rise this year. 
Last year witnessed a 44 per cent increase in paralytic 
polio. Reason: Only 77 million Americans have had 
even one Salk polio shot. And of 24 million children 
under age 6, not more than half have had a full series 
of three injections.— Dr. Norvin C. Krerer, president of 
the National Health Council, and Dr. Rosert J. ANDER- 
son, chief, Communicable Disease Center, U.S. Public 
Health Service. 


Hands Off 


(Chicago Medical Society, Chicago, March 4.) Many sim- 
ple eye disorders should be left alone rather than being 
treated with antibiotics or antibiotics-plus-hormones in 
shotgun techniques which “are of little value and which 
may cause a number of serious complications.” Efforts 
should be made to determine the nature of the infect- 
ing organism, to govern selection of medication. And 
patients should be urged to throw out the unused re- 
mainder of eye medicines. After initial use, the eye 
drops and ointments can become contaminated by bac- 
teria, yeasts or viruses capable of causing infections 
leading to blindness.— Dr. Frank W. NEwELL, ophthal- 
mologist, University of Chicago. 


Tuberculosis Pattern 


(Ibid., March 5.) DevetopMent of effective antitubercu- 
losis drugs is enabling the return of TB patients to 
their family physicians for continuous care and the 
lifelong follow-up which the family doctor is best fitted 
to provide. The physician should begin by reporting 
every case of active tuberculosis and arranging for hos- 
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pitalization, for “‘even a short hospital stay increases 
the recovery rate.” The physician should be kept in- 
formed of the patient’s progress until active chemo- 
therapy is completed.— Dr. L. Witson, Henry 
Phipps Institute, University of Pennsylvania. 


Hereditary Influence 


(Symposium on Cancer and Genetics, The University of 
Texas M.D. Anderson Hospital, Houston, Tex., Feb. 28.) 
Cancer of the stomach and cancer of the female breast 
apparently involve genetic factors in part. Relatives of 
such cancer patients are found to have higher incidence 
of these cancers than would be expected in the gen- 
eral population. But no evidence is found for a milk 
agent in human breast cancers, such as exists in some 
strains of mice. If a human milk agent does exist, it 
must be so universal, possessed by parents on both 
sides of a family, that it could not be the determinant 
factor in breast cancer.—Dr. Mapce T. MAcKuN, 
Columbus, O. 


Malabsorption Syndrome 


(Symposium at annual meeting of the National Vitamin 
Foundation, New York, March 3.) Primary malabsorp- 
tion syndrome, which includes celiac disease in 
children and tropical and nontropical sprue in adults, 
appears to be a hereditary metabolic disorder. The 
syndrome is based on a biochemical abnormality of the 
small intestine which prevents proper absorption of 
nutrients. Secondary malabsorption syndrome is pro- 
duced by pathologic changes in the intestine. Tropical 
sprue responds well to folic acid. Nontropical sprue and 
celiac disease respond to removal of gluten from the 
diet, or treatment with adrenal corticoid hormones. 
—Dr. Davin Mount Sinai Hospital, New 
York, and Dr. ArTuHuR B. Frencu, University of Michi- 
gan Medical School. 
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Nephrosis Clue 

(National Kidney Disease Foundation announcement, 
New York, Feb. 15.) A merasouic disturbance in the 
liver may be the underlying cause of nephrosis, it is 
indicated in studies by Drs. Joseph D. Boggs and Joel 
R. Stern, Children’s Memorial Hospital, Chicago. 
Nephrotic youngsters are unable to utilize normally 
certain chemicals needed for growth and development. 
The observations indicate that metabolic pathways to 
the liver, where transfer of these chemicals normally 
takes place, are blocked. 


One-Shot Desensitization 


(Allergy Society of the District of Columbia, Washington, 
Feb. 23.) A onE-sHOT technique shows promise for 
building up immunity in hay fever victims. All the 
pollen usually given in a series of injections is mixed 
with mineral oil for the single injection. The mineral 
oil provides a binding effect, storing the pollen so it is 
fed into the blood stream continuously in tiny quanti- 
ties. Still experimental, the method has proved safe in 
400 patients over a period of several years.— Dr. Mary 
Hewitt Lovetess, National Jewish Hospital, Denver. 


Unsuspected, Undetected 


(American Heart Association announcement, New York, 
Feb. 25.) Dramatic evidence that serious heart disease 
may go unsuspected and undetected for long periods 
is shown in autopsies of more than 100 persons who 
died sudden, unexpected natural deaths. Most deaths 
were attributed to progressive occlusive atherosclerosis, 
and not to coronary thrombosis. The study by Dr. 
Milton Helpern, chief medical examiner, and Dr. Sid- 
ney Weinberg, assistant medical examiner, of New 
York City, points up the need for research to identify 
persons with this “silent” atherosclerosis. 


Tonsillectomy and Allergy 


(The American Academy of Allergy, Chicago, Feb. 11.) 
Amonc 20 patients free from allergies before tonsillec- 
tomy, all developed allergic manifestations within one 
to 12 years postoperatively—including asthma, hay 
fever, rhinitis and bronchitis. Among 50 suffering 
allergies preoperatively, two improved under allergic 
management, eight became worse, and 17 developed 
new allergies, with the remainder not improved in the 
long run. It is concluded that asthma and other aller- 
gies are in themselves no indication for tonsillectomy, 
that the operation will not only nof cure allergic dis- 
eases but may induce new ones. Tonsillectomy should 


be done to remove infective tissue which acts as a focus 
of infection or as a trigger mechanism.—Drs. Mary 
F. Lerner and Harry Marxow, Beth-El Hospital, 
Brooklyn, N.Y. 


In One Ear... 


(American College of Hospital Administrators, Chicago, 
Feb. 7.) Our minps work faster than most people talk. 
This is one reason that most people (including doctors’ 
patients) remember only about half of what they hear. 
And most forget a third of that information within 
eight hours. Minds wander while someone is talking, 
unless you train yourself to listen and remember.— 
Dr. Ratpu G. Nicuots, University of Minnesota. 


Deep Deep Freeze 


(Society of University Surgeons, Denver, Feb. 13.) 
THROvuGH use of a special blood heat-exchanger, a pa- 
tient’s temperature was reduced to 41 degrees Fahren- 
heit for heart surgery. The heart then ceases beating, 
and the heart-lung machine used during refrigeration 
can be turned off in order to facilitate complex surgery. 
Body temperature is lowered at the rate of two degrees 
per minute. Blood circulation in humans has been 
stopped as long as 12 minutes safely, with animal ex- 
periments on dogs indicating this time could be ex- 
tended for up to an hour. The heart resumes beating 
when temperature again is raised. Body temperature of 
other patients has been reduced to 48.5 and 68 de- 
grees.—Dr. W. C. Sgaty and associates, Duke University 
Medical School. 


Sedentary 


(Symposium at Boston University’s Sargent College, Feb. 8: 
“Do Americans Have Sufficient Health and Energy in 
This Modern Era’’) “‘SEDENTARISM—the tendency to sit 
down—begins in America at a frighteningly early age. 
The urban child is too often ‘protected’ from exercise.” 
He’s put in a living room playpen, carried to school by 
family auto or school bus, back home again flops in 
front of television. “Little wonder that his head and 
shoulders begin to droop, that his chest flattens and 
that his stomach protrudes. Little wonder also that 
draft rejections for physical inadequacies are so high 
in the United States.”” And the American adult has 
step-saving kitchens and “the exerciseless exerciser 
guaranteed to keep the body slim”! Americans need to 
develop self-discipline to offset sedentarism, and can 
develop health habits and personally-suited types of 
exercise under professional and. medical guidance.— 
Grorce K. MakEcunik, dean of Sargent College. 


. 
. 
> 
Bs 
Big 


Special Features 


Two-Way Radio Conferences—A New Method for Postgraduate Education 


FRANK M. WOOLSEY, JR., M.D. 


Associate Dean and Director of Postgraduate Medical Education 


Albany Medical College 
Albany, N.Y. 


Faculty members of the Albany Medical College, 
Albany, N.Y., have come up with something new 

in postgraduate education—a two-way radio 

conference. Dr. Frank M. Woolsey describes the method 
of operation and the advantages of this system. 


DuRING THE LAST FOUR YEARS, the postgraduate divi- 
sion of the Albany Medical College has been utilizing 
an entirely new technique for presenting postgraduate 
medical instruction to practicing physicians. The 
method utilizes two-way radio communications. This 
makes it easy for practicing physicians within a 150- 
mile radius of the medical college’s radio station 
(WAMC) to participate in conferences conducted by 
the medical college faculty and also to enter the dis- 
cussion or ask questions. The practicing physicians, 
who meet at their own community hospitals, control 
the discussion of the general subject being presented 
during the conference through their questions. 

Each time a physician participates at his local 
hospital, he fills out an evaluation card (Table 1). In 
addition to his location, he gives the date, his name, 
address, type of practice and rates that particular 
conference. He also makes any comments or sugges- 
tions he may have for future programs. 

The results have been most gratifying. Table 2 is 
based on more than 11,000 evaluation cards received 
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during the first three years and shows that the par- 
ticipating physicians have given the conferences 
either an excellent or a good rating more than 95 per 
cent of the time. The attendance at these conferences 
has made it possible, with less effort on the part of 
the busy practicing physicians and on the part of the 
faculty, to bring pertinent postgraduate information 
to five times as many individual physicians as have 
attended our intramural postgraduate presentations 
during the same period of time. 


Program Plan 


These radio conferences are held 24 weeks a year, 
November through April. A small committee of 
the faculty decides what subjects are to be presented 
and which faculty members present them. The pre- 
senting faculty team always includes a _ physician- 
moderator and two or three faculty members, depend- 
ing on the special areas of interest included within the 
subject for presentation. Programs and mimeographed 
teaching aids are printed and distributed in advance. 
They indicate the subject and faculty for each weekly 
conference. The same material is covered on Tuesday, 
Wednesday and Friday, with different hospital groups 
on each day. 

Only seven or eight hospitals are included each day, 
since to include more than that number would make 
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Medical school faculty members present the program and later 
answer questions which come in by radio from the participating 


Utilizing the question-and-answer period, participating physicians 
can direct the conference in such a manner as to obtain the information 
they most desire. 


it impossible to answer all the questions. It has been 
our custom to begin each conference with a 20- 
minute review of the topic. This, then, allows 40 
minutes of discussion during which time each hos- 
pital, in rotation, has an opportunity to ask questions. 
Since all of the participating physicians hear every- 
thing which is said at the college, as well as everything 
said at each community hospital, questions and an- 
swers flow easily. An average of 20 questions are 
answered during each conference. Of course, the 
content of the question-and-answer period varies on 
each of the three days. 

It is believed that one of the reasons for the success 
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TWO-WAY RADIO CONFERENCES — 
ALBANY MEDICAL COLLEGE 


Please give comments and suggestions on reverse side. 


Table 1. 


EVALUATION OF RADIO CONFERENCES 


1955-56 


52.5% 46.7% 


1956-57 1957- 


5.0 3.7 


Rating 

Excellent 

Good 42.1 49.3 
Fair 

No Good 4 3 


of this method of presentation is the fact that within 
the topic under discussion the participating physician 
has an opportunity to have his questions answered; 
thus, he may direct the conference in such a manner 
that he obtains the information which he most desires. 
At each hospital, as the participating physicians 
originate questions, they write them on a 3” by 5” 
card and pass the card to the local physician-moder- 
ator. The moderator, when his turn arrives, transmits 
the questions to the group in Albany. This procedure 
allows the local moderator to eliminate questions from 
his group which have been asked by some other 
hospital before it is his turn to transmit. It also makes 
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ALBANY MEDICAL COLLEGE 


TWO-WAY RADIO CONFERENCES 


WAMC — 90.7 megacycies 
12:00-1:00 P.M. 


HOSPITAL 


Dr. Flynn, Dr. Nesbitt 
Albany Medical College 


“Pediatric 
Management of 
School 


Probiems"’ 

Dr. Senn, Dr. Soinit, 
Miss Stork 

Yale University 
Schoo! of Medicine 


N.Y.S. Dept. Health, Albany, N.Y. > 
St. Mary's, Amsterdam, N.Y. 
Giens Falls, Glens Falls, N.Y. 
N. Littaver, Gloversville, N.Y. 


Friday, February 13 


A letter and 0 card requesting your help in a survey of the utilization of Two-Way Radio Conferences are enclosed with this program. 
We hope that you will be willixg to fill out the survey card and return it to vs as soon as possible. Your willingness to give us this help is very important, since 
we expect to utilize the ink jon to determine how the Two-Way Radio Conferences may be made most useful. 


Thank you very much for your cooperation. 


the questions practically anonymous, since the author 
of the question is not identified when the question is 
transmitted. This niakes for a most desirable freedom 
in that many physicians will ask questions in which 
they have great interest but about which they might 
have considerable reluctance to inquire if they were 
to be identified with the question. Questions appear 
to flow more freely in this type of conference than 
they do from an “in person” group audience. 

The conferences are given from 12 noon to 1:00 
PM. This time was chosen in an effort to avoid making 
an extra meeting for the doctors. It was assumed that 
most physicians take the noon hour off from their 
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practice for lunch and relaxation. In fact, in at least 
half of the participating hospitals, the doctor is able 
to obtain his lunch and participate in the conference 
simultaneously. The conferences stop promptly at 
1:00 p.m. so that physicians can depend on com- 
pleting the conference and meeting their early after- 
noon commitments on time. 


Evaluation of the Program 


The conference ratings which the individual phy- 
sicians supply are given in Table 2. 
Table 3 is the February 1959 program. 


“Screening, Diagnosis “Evaluation of ; 
and Management of Endocrine “Approach to Specific 
Gynecological in Clinical Medicine” Problems in Clinical 
Cancer" Dr. Frowley, Or. Hengerer, 
ellent Dr. Nelson Dr. Drew, Dr. 
Albany Medical College Albany Medico! College a 
Sood C. Dickinson, Northampton, Mass. Tuesday, February 3 Tuesday, February 10 Twesday, February 17 Tyesday, February 24 
Ellis, Schenectady, N.Y. 
Springfield, Springfield, Mass. 
Noble, Westfield, Mass. 
V.A., Albany, N.Y. 
Glenridge, Schenectady, N.Y. 
St. Clare's, Schenectady, N.Y. Wednesday, February 4 Wednesday, February!1 Wednesday, Feorvary 18 Wednesday, February 25 
Leonard, Troy, N.Y. 
Samaritan, Troy, N.Y. 
$t. Mary's, Troy, N.Y. 
St. Peter's, Albany, N.Y. 
Putnam Mem., Bennington, Vt. 
V.A., Castle Point, N.Y. 
1957- Concord, Concord, N.H. 
Mem., Middl NY. Friday, February 6 Friday, February 20 Friday, February 27 
Benedictine, Kingston, N.Y. 
St. Francis, Poughkeepsie, N.Y. 
514 Vassar Bros., Poughkeepsie, N.Y. 
3.1 
Table 3. 
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CATEGORIES OF RADIO CONFERENCES 
1955-1968 


Number of Topics Within Category 


Antibiotics and infection 

Neurology 

Psychiotry 

Physical Medicine and Rehabilitation 
Pediatrics 

General Surgery 

Special Surgery 

Obstetrics and Gynecology 

Eye, Ear, Nose and Throat 
Unclassified 


| RADIO CONFERENCE ATTENDANCE 


1955-56 1956-57 


Number of individuai physicians 675 560 
Percentage practicing physicians 70.5 
Percentage house staff 

, Physician total 

Other total (nurses, technicians, etc.) 


Table 4 shows that a great variety of topics are 
discussed during these radio conferences. Almost all 
of them have significance for the general practicing 
physician and many of them are of interest to various 
specialists. 

In Table 5, you will note that although the number 
of individuals who have attended the conferences has 
fallen somewhat during the first three years, the total 
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attendance by physicians has remained the same. This 
indicates that those who were least interested stopped 
attending, but the individuals in attendance attended 
more often, thus maintaining the total attendance. As 
indicated, more than 70 per cent of those participating 
are practicing physicians. 

Table 6 is a breakdown of the specialists who at- 
tended, as well as the percentage of those attending 
who are in general practice and those still in graduate 
training. 

Table 7 compares radio and intramural attendance 
during the same period of time. 

In our instance, each hospital receives 24 confer- 
ences during a six-month period each year. Since we 
limit the number of participating hospital groups to a 
total of eight per conference hour, weare giving three 
different conferences each week—all three on the same 
subject but with different hospital groups of physi- 
cians. Therefore, we are broadcasting 72 conferences 
each year. 


Benefits for Practicing Physicians 


It is difficult to visualize how any method of post- 
graduate education participation could be easier for 
the busy practicing physician. On conference day, 
he can arrange his activities so that he arrives at 
his own hospital in time to see his patients and then 
attend the radio conference. During the conference, 
he receives a brief, comprehensive review of the sub- 
ject being discussed, and then for more than half 
of the entire conference he and his colleagues hear 
the answers to their questions. This means that the 
practicing physician is literally directing the discus- 
sion. During the conference hour, he often has the 
opportunity to have a light lunch, so that the con- 
ference does not represent extra time. Since he is at 
his own hospital, he is in constant contact with his 
practice, is available in case of emergency and obvi- 
ously has no economic loss. He is not involved with 
the problem of getting someone to care for his pa- 
tients while he is away at a medical center. Members 
of the American Academy of General Practice receive 
Category I credit for participation in the two-way 
radio conference sessions. 

The physician who lives a considerable distance 
from the hospital may listen to these conferences in 
his own office or at home, and telephone questions to 
his hospital for transmission by radio to the medical 
college faculty. In this way, he may participate and 
hear the answers to his questions. If he cannot be at 
the hospital, in his home or office at conference time, 
the office secretary or his wife may turn on the radio 
receiver which can easily be connected to a tape 
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General Medicine 
Cardiovascular Disease 
Metabolic Disease 
Pulmonary Disease 
Renal Disease 
ites 
Table 4. 
4 
1957-58 
oe 
71.1 
28.9 
3,963 
4,506 4,362 4,317 
‘ 
Table 5. 
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recorder and the conference can be recorded for him. 
He may then listen to the conference at his con- 
yenience and may keep the recording as a permanent 
record and thus develop a good postgraduate medical 
tape library. 


Cost of Conferences 


The equipment for a two-way radio conference net- 
work which would include participation by 20 commu- 
nity hospitals will cost between $25,000 and $50,000, 
depending upon local circumstances. In the Albany 
Medical College network, each participating hospital 
group pays only $650 the first year and $500 a year 
thereafter. Since the college owns and maintains all 
radio equipment, we must cover the cost of the main- 
tenance of this equipment as well as the cost of de- 
veloping and producing the radio broadcasts. This 
can be done for $20,000 a year. We have received a 
grant-in-aid from E. R. Squibb & Sons, division of 
the Olin Mathieson Chemical Corporation, which has 
not only paid for part of the operating expenses but 
has also allowed us to extend our programming po- 
tential to five other medical college centers. 

We now have transmitters located in Boston, 
Mass. ; New Haven, Conn.; and Burlington, Vt. Under 
the auspices of the Postgraduate Medical Institute of 
the Massachusetts Medical Society, we utilize faculty 
from the three Boston medical colleges; and under 
the auspices of the Yale University School of Medicine 
and the Vermont University College of Medicine, we 
utilize their faculty members. The faculty from these 
schools stay in their home city and, through our radio 
facilities, work with the Albany Medical College 
faculty in carrying on the two-way radio conferences. 
The practicing physicians in our radio network thus 
have the opportunity of listening to and directly 
questioning the faculty experts from all six medical 


1955-56 1956-57 1957-58 


11.5% 


12.4% 
7.4 


INDIVIDUALS ATTENDING 
RADIO CONFERENCES 
AND INTRAMURAL POSTGRADUATE PROGRAMS 


Yeor Radio Conferences intremural Programs 
1955-56 675 150 
1956-57 560 110 
1957-58 513 133 


colleges. We would like to emphasize that these radio 
conferences in no way replace intramural, “in person” 
postgraduate education. However, as indicated, this 
technique has some important advantages. There is a 


place and a need for both. 
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U.S. Inj ury MEN are more often injured than women; city people more often than their rural cousins. 
During the last six months of 1957, 25 million Americans were hurt badly enough to need 
Statistics medical attention or limit their activities for at least a day. 
According to a USPHS report, 14.1 million males and 10.8 million females were injured. 
J uly/ December Of these injured, 14.9 million lived in cities, 7.1 million were from rural nonfarm areas 
and three million lived on farms. 

1957 Home accidents were responsible for the highest percentage of injuries—40.3 per cent of 
the total. Work accidents injured 4,173,000 or 16.7 per cent of the total. Automobile acci- 
dents accounted for only 9.8 per cent of the injuries. 

Restricted-activity days totaled 214 million. Injured people spent 55.5 million days in bed, 
either at home or in the hospital. 
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a ATTENDANCE BY CATEGORY OF PRACTICE ci 
‘ 
Surgery 9.0 10.7 
Other Speciaities 23.0 20.4 19.3 
General Practice 24.9 27.9 32.3 
e House Staff 26.0 29.5 28.9 
a a 
Table 6. 
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MEDICAL MALPRACTICE LITIGATION has come of age and 
is now big business. 

To quote from a recent article I wrote: 
*““NEWSWEEK MaGaZINE reports: 

*Some 5000 cases are now being tried each year with 
thousands of other cases settled out of court. Since 
1950, one out of every 35 doctors insured under the 


New York State Medical Society’s group-insurance | 


plan has been sued in the courts for malpractice.’ 

“The chairman of the District of Columbia Medical 
Society Professional Liability Insurance Committee 
(where recently 115 malpractice cases were pending 
and the doctors found all group insurance withdrawn 
from them) states: 

‘Only about one in seven or eight of the district 
cases shows any voluntary negligence on the doctor’s 
part. Nonetheless, the doc- 
tor loses about one in four 
cases.” 

*England’s experience is 
the same: 

‘The flood of claims 
against doctors which has 
been steadily rising during 
the past few years, shows 
no sign of subsiding. In 
fact, in the year under re- 


Eight basic rules for the prevention 
of medical malpractice lawsuits are 
discussed by R. Crawford Morris, of 
the Ohio bar. 


“THE DOCTOR AND THE LAW’’ 


GP is privileged to publish a series of eight articles 

on medicoeconomic problems affecting physicians today. 
Eight authorities discussed these problems 

at a recent Buffalo, N.Y., forum sponsored 

by the Erie County (N.Y.) Medical Society 

and The Wm. S. Merrell Company. 

This is the second in the series. —PUBLISHER. 


Is There a Doctor in the Courtroom? 


R. CRAWFORD MORRIS 


view, the number of such claims has again shown an 
increase.’ 

**Verdicts are even more alarming. In a very recent 
case, a San Francisco jury returned a malpractice ver- 
dict in the sum of $250,000. A few months before, a 
San Diego jury returned a malpractice verdict in the 
sum of $210,000. A Tennessee jury returned a mal- 
practice verdict of $200,000, a federal jury one of 
$123,000, a Texas jury one over $100,000, and a 
Wisconsin jury one of $97,000.” 

Such cases can take your hard-earned money away 
from you faster than your Uncle Sam, and perhaps 
the time has come to take a fresh hard look at the 
problem of medical malpractice in the courtroom. 

At the outset let me say (and these figures are 
purely my own from my own experience), that of the 
malpractice cases crossing my desk, 2 per cent are 
what I call “blood-money” cases, where the patient 
or plaintiff was looking for trouble from the beginning 
and for the chance for easy money either by way of 
recovery in the lawsuit or to forestall the collection of 
the doctor’s bill. Three per cent are merited, that is 
the defendant-doctor has been guilty of malpractice, 
but 95 per cent are completely unmerited. In my 
opinion this 95 per cent arises as a combination of 
two factors: first, an untoward result so that there has 
been considerable pain and suffering, and second, 
superimposed upon the first, poor public relations 
either on the part of the defendant-doctor himself, or 
quite often upon the part of a subsequent treating 
doctor who, upon viewing a poor result unthinkingly 
exclaims, ‘My heavens, who did this to you?”. The 
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trial of a malpractice lawsuit, like the trial of a domestic 
relations case, is almost always a personal, bitter 
affair. In my career I have been physically struck 
twice in the courtroom, once by opposing counsel in 
the heat of battle, and once by a patient-plaintiff in a 
malpractice suit after the jury returned to the court- 
room after two days’ deliberation, unable to reach a 
verdict. The reason for the bitterness is, in part, the 
pain and suffering following an untoward result, and, 
in part, the patient’s feeling that the defendant-doctor 


has violated the personal confidence that goes with’ 


the exceedingly close relationship of physician and 
patient. Whenever you add bad public relations to 
pain and suffering, you are throwing a lighted match 
into a powder keg, and the resulting explosion blows 
the patient right into the lawyer’s office door. In this 
class of cases you can do nothing about the untoward 
result, but you can do much about the public relations. 
In view of the recent trend in jury verdicts in medical 
malpractice cases, tle time has come when you must 
do something about your public relations and that 
something must be a great deal more than you have 
done in the past. 


Nature of a Malpractice Suit 


What is the nature of this beast that stalks you, the 
medical malpractice suit ? First, it is a jury trial before 
twelve of your fellow citizens. The theory of the law 
is that she who accuses must prove. In a criminal case 
she must prove beyond a reasonable doubt, but in a 
civil malpractice case she need only prove her case by 
the preponderance of the evidence or the greater 
weight of the evidence, evidence which tips the scales 
more heavily against your defense. The patient’s proof 
against you must rise to that level where reasonable 
minds can reach different conclusions concerning your 
guilt, otherwise the patient’s case must be dismissed 
by the court. 

Historically in malpractice cases the law has pro- 
tected you by requiring the patient to prove her case 
against you by expert medical testimony of another 
doctor of your same school of medicine, in the same 
or similar community, to testify that you did some- 
thing or failed to do something that doctors of ordinary 
skill and of the same school of medicine, practicing in 
the same or similar community would have done or 
would not have done under the same or similar cir- 
cumstances. The reason for this safeguard is that a 
lay jury can have no opinion about scientific medical 
problems and therefore the patient must furnish such 
opinion to them to give them a yardstick by which to 
measure your conduct. 

There has always been an exception to this pro- 
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To prove negligence, other doctors of the same field of practice, 
practicing in the same or similar localities and under the same or 
similar circumstances, should be called to testify. 


tective-rule and that exception is that where the events 
in question were so simple that a lay jury would have 
an intelligent opinion of its own on the matter, then 
the patient need produce no doctor as a witness in 
her own behalf. Examples of this exception include 
the case of the foreign body such as a hemostat left in 
the body cavity or failure of the doctor to attend the 
patient. Recently this exception has, in my opinion. 
been distorted by some courts and extended beyond 
its true limits to permit the patient to submit her case 
to the jury against you without proof of your mal- 
practice by any doctor testifying on the patient’s 
behalf in cases of complicated medical problems, with 
the result that the jury has been forced to speculate 
and in so speculating has more often than not resolved 
the complexities against you and in favor of the 
patient-plaintiff, whose untoward result with its at- 
tendant pain and suffering naturally wins the jury’s 
sympathy. This exception is known in the law by the 
Latin phrase “res ipsa loquitur” which simply means 
“the thing speaks for itself,” originally limited to cases 
where the untoward result would not ordinarily hap- 
pen unless the defendant was negligent and to cases 
where the defendant had exclusive possession and 
control of the instrumentality causing the injury and 
where there could be no contributory fault on the part 
of the patient. Some of our courts have extended this 
doctrine to include cases where the patient cannot 
explain what went on, whereas the doctor car. The 
dramatic example of this is, of course, surgery. I call 
this extension or perversion of res ipsa loquitur by the 
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courts a “rule of sympathy,” because in my opinion 
it is based upon the sympathy the courts feel for a 
badly injured patient who was unconscious on the 
operating table at the time of her injury, whereas the 
defendant-doctor was fully aware of what went on. 


‘Sympathy’ Rule Can Be Dangerous 


The danger to you of this rule of sympathy is per- 
fectly obvious when you consider the fact that (1) it 
is the operating room which produces in abundance 
the sympathetic picture of the unconscious patient 
who knows nothing of what goes on; (2) it is the 
same operating room that is most likely to produce 
an unforeseen, untoward result; (3) it is also the 
operating room which harbors a medical situation 
almost always too complicated for a lay jury to have 
any opinion thereon. To apply the rule of sympathy 
to such cases is to hurl you into the lion’s den of 
jury speculation, wherein you are judged, not by your 
fellow-doctors who are fully aware of the medical facts 
of life confronting you during the operation, but by 
twelve lay citizens who can have no comprehension of 
such complicated medical facts, but who do have a 
great deal of comprehension and natural sympathy for 
the pain and suffering attendant upon almost every 
untoward result. A detailed study of this problem 
appears in volume 163, Journal of the American Medi- 
cal Association, page 1,055. The end result of applying 
this “rule of sympathy” to medical malpractice cases 
is to make you an insurer of a good result in every 
operation you perform, which is a thing the law has 
never required of you. As one of our courts said a long 
time ago (1897) : 

“If the maxim ‘res ipsa loquitur’ were applicable to 
a case like this (glaucoma developing subsequent to 
cataract operation) and a failure to cure her, held to 
be evidence, however slight, of negligence on the part 
of the physician or surgeon causing the bad result, 
few would be courageous enough to practice the healing 
art, for they would have to assume financial liability 
for nearly all the ‘ills that flesh are heir to’.” 

And as an English court has said recently: 

**We should be doing a disservice to the community 
if we imposed liability on hospitals and doctors for 
everything that happens to go wrong. Doctors would 
be led to think more of their own safety than of the 
good of their patients, initiative would be stifled and 
confidence shaken. A proper sense of proportion 
requires us to have regard to the conditions in which 
hospitals and doctors work. We must insist on due 
care for the patient, but we must not condemn as 
negligence that which is only misadventure.” (1954) 

It is easy to accuse; it is difficult to defend. The 


192 


safeguard of the law “she who affirms must prove,” 
and in malpractice cases “must prove actual ne¢li- 
gence by expert medical testimony” is sound and 
should be preserved. To do otherwise is to force the 
medical profession into the role of insurer, a burden 
which it cannot and will not bear, with the resultant 
loss of useful techniques and retardation of the prog- 
ress of medical science. Ultimately, this loss will fall 
upon the patient himself, who sooner or later may 


be any one of us. 


Negligence Must Be Proved 


With the exception of this doctrine of res ipsa 
loquitur and its “rule of sympathy” perversion, the 
patient-plaintiff must prove her case against you by 
proving first that you were negligent, and second that 
your negligence directly produced her injury. Negli- 
gence we have defined before. You are to be judged 
by other doctors of the same school of medicine, of 
the same specialty, practicing in the same or similar 
localities and under the same or similar circumstances 
and judged by the state of medical knowledge as of 
the time that the events complained of took place. 

The law entitles you to an honest mistake of judg- 
ment, provided you are not negligent in getting all of 
the facts on which to base your judgment. Where 
there are two or more respectable schools of thought 
concerning a problem, you are not negligent in choos- 
ing one of them, even though the one you choose may 
be the minority view. 

Even if you are negligent, however, you are not 
liable to the plaintiff-patient unless your negligence 
was the direct cause of the patient’s injury or damages, 
that is, that cause without which her damages would 
not have occurred. In this regard a mere loss of chance 
of recovery is too speculative to permit the patient to 
prevail. For example, in a case from my own juris- 
diction of Ohio, the patient sustained a fracture of 
the neck of the left femur, which was properly treated 
by x-ray, closed reduction, further x-rays, checkup, 
x-ray treatment one month. Post reduction showed 
bony union and good position. Later on, however, 
when the cast was removed, the patient complained 
of pain and grating sensation. The patient testified 
she told the defendant-doctor: ‘My goodness, my hip 
isn’t together, I can feel it grating” and the patient 
testified the defendant-doctor said to her: “You are 
crazy—ligaments make that grating noise.” (If true 
this was bad public relations as well as bad medical 
practice.) Be that as it may, the defendant-doctor 
failed to take further x-ray pictures. Six months later, 
still in pain, the patient went to another doctor who 
x-rayed and found that the previously appearing bony 
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union had disappeared due to absorption. At the trial 
of the case the patient produced a doctor who testi- 
fied that good medical practice required the taking of 
another x-ray picture when the patient complained of 
the grating sensation upon removal of the cast, to see 
ifthe bony union had disappeared through absorption ; 
that if it had proper treatment it would have required 
remanipulation of the broken bones in an attempt to 
cause fluid to exude to reunite the fracture; that six 
months later was too late to do this remanipulation 
technique. The subsequent doctor performed an op- 
eration removing the head of the femur and wiring 
the socket with a 50 to 75 per cent permanent dis- 
ability result. The medical testimony at the trial also 
was that if the defendant-doctor had taken the x-ray 
when the cast was removed and the grating sensation 
felt by the patient and had remanipulated the bones at 
that time, that even so, there was only a 25 per cent 
chance that nature would achieve the bony reunion. 
The Supreme Court held that the patient had made 
out a case sufficient to be submitted to the jury against 
the defendant-doctor on the question of negligence, 
but had failed to prove, sufficiently to go to the jury, 
that any such negligence on the part of the defendant- 
doctor was the cause of the patient’s disability, be- 
cause the jury would have to speculate concerning 
whether, had the defendant followed the proper 
course, nature would have caused bony union to again 
take place; that the mere loss of this chance of recovery 
was too speculative for the jury to consider. 


Rules for Testimony 


The trial of a medical malpractice lawsuit is many 
things. It is impossible to begin to cover them com- 
pletely here. Before leaving the subject, however, I 
would like to bring the matter a little closer to reality 
for you. If you are the defendant-doctor, you will find 
yourself on the defensive, extremely nervous and ap- 
prehensive of the dangerous position that you are in. 
This will make your testimony even more difficult for 
you. Once I defended a prominent doctor on a com- 
pletely unmerited case, but one with some dangers to 
the defense, who had testified many times both for and 
against me as an expert witness in regular personal 
injury cases. This doctor was one of the ablest and 
most impressive witnesses to a jury in such cases I 
have ever seen. When I placed him on the stand in his 
own defense in the malpractice case, however, he made 
avery poor witness, being extremely nervous. Whether 
called to the stand as a defendant in a malpractice case 
Or as an expert medical witness in a regular personal 
injury case, however, the basic rules governing your 
testi ony are the same: 
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1. Admit the obvious. Do not say as this doctor said 
in one of my cases— 


“Q. Will glass penetrate fat? 
A. Well it depends on how the fat is lying. 


Q. My question is, will glass penetrate fat? 
The doctor’s counsel: Go ahead, answer doctor. 
A. It is hard to say.” 


*Q. Doctor, examine that piece of glass which you 
have there. Will you tell us whether or not a person about 
five feet, seven and one-half inches tall, weighing approxi- 
mately 168 pounds, falls on a coffee table about two feet 
high, and in falling shatters the glass and breaks the 
frame, now, under those facts and circumstances, do you 
believe a jrece of glass of that type coud penetrate the 
human fat? 

A. I would say, no.” 


2. Watch your language. To use a slang expression— 
**°Tain’t what you say, it’s the way that you say it”— 
that is important in verbal testimony. For example, in a 
malpractice lawsuit involving the appearance of vesico- 
vaginal fistula arising after a total hysterectomy where 
the claim was that the doctor negligently nipped the 
bladder during the operation, the defendant-doctor 
testified : 


*Q. Did you examine her bladder at the time of this 
operation to determine whether there had been any nip- 
ping or cutting or puncturing of that bladder? 

A. Well, I didn’t even expect ... 


Patient’s attorney: “Just answer the question, yes 
or no, doctor.” 


“A. No.” 


However, the doctor later recovered himself, dur- 
ing the course of the same cross-examination: 


*Q. So for the reasons that you have just expressed, 
doctor, you didn’t make any particular check of that 
bladder to determine whether or not it had been injured 
in the course of that operation, did you ? 

A. Yes, during the entire operation, when you 
strip back the bladder you observe the surface and 
if the bladder is not diseased after it is once sepa- 
rated, and there is no bleeding, you have no reason 
to examine further; you could get urine into the 
abdominal cavity if there was a cut or a punc- 
ture.” 


3. Leave no harmful innuendoes in your testimony. 
Define it, qualify it, limit it. For example, one of the 
best medical witnesses I have ever had was a surgeon 
testifying for the defense in the case of the vesico- 
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vaginal fistula following the total hysterectomy. This 
surgeon ably protected himself during cross-examina- 
tion by insisting upon precise answers to precise ques- 
tions. For example, the doctor testified— 


“Q. I want to know, doctor, whether the bladder after 

a hysterectomy may become distorted as a result of the lack 

of care or skill of the operating physician, in the perform- 
ance of a hysterectomy, a complete hysterectomy ? 

A. Do you mean it is PossIBLE to have a person— 


Q. Yes. 


A. That quality of surgeon— 
Oh, it is POSSIBLE, certainly. 


Q. Well, there is considerable blood supply to the 
bladder, is there not, doctor ? 
A. Ordinarily, yes, there is. 


Q. And you did see the patient’s bladder, did you 
not ? 
A. Yes. 


Q. And it was well supplied with blood, was it not, 
doctor ? 

A. Of course, I saw her a considerable time after 
the operation. 


Q. But it did have a good supply of blood, I believe ? 
A. No, I would not say that the patient’s bladder 
had a good blood supply. 


Q. It had no blood supply ? 

A. I wouldn’t say that. I said it didn’t have a 
good blood supply, particularly the part from which 
the uterus had been removed. 


4. Don’t make up answers; if you don’t know, say so. 
The jury will understand your not knowing a question 
beyond your specialty. Remember if you guess, you 
guess at your peril. 

5. Never volunteer. Listen to the question asked and 
answer it. Do not ramble on. (This rule has an excep- 
tion. Where the naked answer, though truthful, hurts 
you unless explained, then explain.) 

6. Be sincere. Look at the jury, use simple language, 
sell yourself and your opinion to the jury. 


Preventive Prophylaxis 


In conclusion let me give you my eight over-sim- 
plified but basic rules for preventive prophylaxis 
against medical malpractice litigation: 

1. Never guarantee a cure unless you mean to be 
held to it. 

2. Watch the time factor. In most states the patient 
has one year within which to sue you for malpractice, 
whereas you have six years to sue her for your bill. 
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3. Keep up with the advance of medicine. 

4. Don’t keep too far up. Do not experiment unless 
you have the patient’s permission in writing. 

5. Get the patient’s consent for everything you do, 
preferably in writing. Unauthorized treatment is as- 
sault and battery for which the plaintiff-patient can 
recover without proof of negligence. 

6. Keep good records, full and adequate. Have all 
proper laboratory tests performed and keep results of 
these tests. Remember, records are called ‘witnesses 
whose memories never die.” 

7. Do not be negligent. Here you are on your own 
and I cannot advise you, for you know far better than I 
what constitutes good medical practice. However, one 
word of advice from the defense trial lawyer. If you 
feel the case is beyond your experience, do not hesi- 
tate to call for a consultation and make a written record 
of the consultant’s opinion, for a jury is not so apt to 
find two doctors, acting independently, guilty of mal- 
practice as they are a single doctor acting on his own. 

8. Develop good public relations. This is your 
greatest asset and this will be increasingly true in the 
coming era of change that lies ahead. Be considerate 
of your patients, remembering that their reaction to 
what you say as well as what you do is important and is 
governed by a complicated emotional behavior pattern 
developed over years of sometimes bitter experi- 
ence. The words you speak may not convey to the 
patient’s mind the communication you intended in 
your own mind. Be as careful with your tongue as you are 
with your scalpel. Joke with your patient about your 
hobbies or your mother-in-law—but never about your 
treatment. 


Professional Attitude Important 


Remember these are times of rapidly changing con- 
ditions. The medical profession has come of age and is 
now big business. However, it should not be big busi- 
ness. It should be what it was always meant to be, a 
big profession. The times call for the professional atti- 
tude on your part more than ever before. 

And finally, never forget that, as a doctor, you are 
a member of a relatively small fraternity in the vast 
commonwealth of men. As such, as any responsible 
minority leader can tell you, whenever you fail in your 
professional public relations, you are condemned not 
as “Mr. Jones,” but as “Mr. Doctor,” a representa- 
tive of the entire medical profession which is thus con- 
demned with you and suffers because of your conduct. 
I have heard a prominent judge, irked at the conduct 
of many doctors in court cases, exclaim (upon a doc- 
tor’s abuse of the privilege of testifying out of order at 
a trial, accorded him by court and counsel alike to 
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conserve his valued time), “these doctors think they 
are a law unto themselves.’ In the October 22, 1958 
edition of the Cleveland Plain Dealer, there appeared 
the following account: 


“Doctor Ignores Subpoena, Just Misses Night in Jail” 


* An east-side physician who refused to come to court 
as a witness in a personal injury case yesterday narrow- 
ly escaped spending the night in County Jail for ignor- 
ing a subpoena. (Although) personally served with a 
subpoena, the doctor refused to attend court, saying 
he was too busy. The doctor still refused to come even 
though the court offered to hear him out of order so 
as not to inconvenience him. The judge thereupon 
issued a body attachment for him. The deputy sheriff 
seized the doctor in his office. Brought before the judge 
the doctor was told he would be released if he promised 
to appear in court at 9:15 this morning. Again he re- 
fused, saying he would not be able to appear before 
tomorrow afternoon. The judge said ‘It is of the utmost 
importance that you be here. If you refuse, I will have 
to turn you over to the sheriff to be held in jail until 
morning and brought here.’ The doctor turned on his 
heel before the stunned court attaches saying ‘All 


WHAT OTHERS ARE SAYING... 


Mot Faux 


right, I will go with the sheriff. (After conferring with 
his attorney the doctor promised he would be in court 
the next morning whereupon the judge ordered the 
doctor released.) The judge, still a little shaken by the 
event said ‘We certainly are not tough on doctors, but I 
must emphasize that they are as amenable to the 
court’s orders as is anyone else.” 

For shame, doctor! For shame!! 

You are not a law unto yourselves, let me assure 
you. Nor should you give that impression to jury or 
judge. 

The community needs you. It will always need you. 
But, you, too, need the good will of the community. 
And in these uncertain times, you will increasingly 
need the good will of every person wherever you prac- 
tice. 

Beyond your own personal need lies your com- 
munity’s need of you as a physician. You must serve 
that particular need in all of its amplified aspects. 
For, in a larger sense, this is what it means to be a 
professional man. 

These then are a few of the basic rules of preventive 
prophylaxis for combating malpractice disease : “Study 
well before using. Take daily, as directed, doctor!” 
Here endeth the lesson. 


certification is necessary to raise his prestige with 
his patients shows an extreme lack of confidence in 
his own ability,” they say. “If certification is re- 
quired to indicate that a physician has been ade- 
quately prepared, what is licensure for?” 


GENERAL PRACTITIONERS are engaged in a heated de- 
bate about the advisability of organizing an Ameri- 
can Board of General Practice which would certify 
that its members met specified standards of prepa- 
ration and experience. Advocates of the General 
Practice board say it is needed because hospitals 
increasingly require staff members to be certified 
and because, as one practitioner stated, “We are 
remiss in our obligation to young physicians enter- 
ing the profession as family physicians if we do not 
provide them with a method to achieve the prestige 
and security offered by the specialty groups to those 
who qualify for certification.” 

Opponents of the proposed board view certifi- 
cation of general practitioners as unnecessary, if not 
humiliating. ““The general practitioner who feels 
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This is a reasonable question, and besides, there 
is a more pressing need for another kind of board— 
one which will certify that a doctor knows the Eng- 
lish language before he starts writing for medical 
journals. In a symposium on the proposed general 
practitioner board appearing in a recent journal, 
there were four references to “diplomats” of special- 
ty boards. 

A diplomat, doctors, is one employed or skilled in 
international diplomacy. One who holds a diploma 
from an institution of learning is a diplomate. Doc- 
tors who don’t know the difference, whatever their 
other qualifications, should not have publication 
privileges in the journals of a learned profession.— 
Tue Movern Hosprrat, Vol. 91, No. 1, July, 1958, 
p. 50. 
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How One General Practitioner 
Simplified His Bookkeeping Chores 


The equipment handles computations automatically and accumulates 
separate totals of all transactions. This system gives the doctor a 
clear, up-to-date picture of the condition of his practice. 


Bookkeeping can be a headache for both the doctor and 
his assistant. GP's editorial staff, with the cooperation 
of the National Cash Register Company, has 
prepared the following story on the way one Academy 
member made this an easy tash.—PUBLISHER. 


A MECHANIZED BOOKKEEPING SYSTEM has considerably 
simplified the tedious, but necessary, task of patient 
accounting for Academy Member J. P. Ornelas, Gary, 
Ind. 

The heart of his system is a new window posting 
machine. Although only in operation six months, the 
machine already has produced the following tangible 
benefits : 

1. Positive control. Dr. Ornelas knows at the end of 
the day exactly how much he has received in fees, 
and how much remains outstanding. Thus he has a 
picture of the financial state of his practice at all times. 
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2. Possible disagreements with patients and the 
hazard of dishonesty within the office are sharply 
reduced. 

Each of Dr. Ornelas’ patients receives a medical 
service slip after every office visit, itemizing the pro- 
fessional services performed, the charges and any pay- 
ment. Use of this slip materially reduces the chance 
that patient and doctor will disagree over the number 
of visits, their dates or the services rendered—a defi- 
nite problem in many practices. 

All charges and payments are transferred from the 
medical service slip to the patient’s ledger card and 
statement form. Through this procedure, Dr. Ornelas 
has positive control over all cash received. For once 
the money has been tendered, it must be posted to the 
patient’s statement; otherwise, there will be a dis- 
crepancy between the latter document and the slips 
accumulated by the patient. And once posted, the 
money must be accounted for. If it isn’t, the discrep- 
ancy will show up at the end of the day, when receipts 
are balanced against the journal tape kept by the 
machine. 

3. Reduction in errors. Under Dr. Ornelas’ former 
accounting procedure, office calls and charges were 
recorded on a “‘daily log,” a legal-size sheet of paper. 
Later, the charges were transferred to permanent rec- 
ords—4” x 5” ruled cards. One card was provided 
for each patient. As charges were entered on this per- 
manent record, they were checked off on the daily log. 
But if the doctor’s office nurse misread a figure, or 
posted the charge to the wrong account, the error us- 
ually didn’t show up until some time later, when the 
patient received his statement. 

Other errors also occurred frequently. For example, 
the office nurse sometimes neglected to list a charge 
on the daily log. Or she would check off an item on the 
log but fail to transfer it to the permanent record. In 
both cases, the reason for these mistakes was a com- 
mon one—the nurse would be interrupted for several 
minutes by a phone call, by a patient, or by the doctor, 
and, after returning to her bookkeeping chores, would 
assume that she had made an entry when actually she 
hadn’t. 

4. Increased accounting speed. Using the posting 
machine, Dr. Ornelas’ assistant is able to post charges 
to the patient’s statement, the ledger card and the 
medical service slip in one simultaneous operation. 
Thus, the need to transfer data from a daily log to a 
permanent record is eliminated. Also, no additional 
time is required at the end of the month to transfer the 
balance from the ledger to statement forms. 

Dr. Ornelas estimates that bookkeeping chores now 
require one-half to one-third less time than formerly. 
Even more important, perhaps, statements are now 
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being sent out every month to every patient. Previ- 
ously, because of the amount of time required for this 
task at the end of the month, some patients received 
statements only every three or four months. The doc- 
tor’s office assistant also has more time to perform her 
professional duties. 

A by-product benefit of the new statement-process- 
ing procedure is that the patient now gets an itemized 
description of his bill showing, in letter code, each 
service performed and the corresponding charge. Pre- 
viously, Dr. Ornelas’ statements weren’t nearly so de- 
tailed. Also, the patient can now audit the monthly 
charges himself— merely by comparing them with his 
accumulated medical service slips. The possibility that 
he will be uncertain of, or have questions about, what 
he’s being charged for—and delay payment as a result 
—is largely eliminated. 

5. Patients are given subtle, yet effective encourage- 
ment to make payment immediately. 

The whole matter of inducing the patient to pay his 
bill at the time service is rendered represents a delicate 
problem for almost every doctor. Many feel, quite jus- 
tifiably, that urging the patient to “pay up now” sug- 
gests commercialism and has no place in the profes- 
sional relationship. Yet this attitude frequently en- 
courages the patient to put the physician at the bottom 
of the list of creditors—and keep him there. 

This bookkeeping system gets around this obstacle 
by means of a very simple device—the medical service 
slip, which not only itemizes the new charge, but also 
shows the new balance. A good many patients, espe- 
cially those who have been coming in regularly for 
some time, make a payment on account when they see 
this tangible evidence of their indebtedness. 

Because of the “silent reminder” provided by the 
medical service slip, Dr. Ornelas reports that since 
installing the mechanized bookkeeping system, there 
has been a “substantial” improvement in payment of 
some bills which have remained past-due for many 
months. A surprisingly large number of patients, he 
explains, after receiving their slips and leaving the of- 
fice, “have come back a few minutes later and made a 
payment on account.” Apparently, these patients 
weren’t completely aware of the size of their indebted- 
ness until they saw the balance listed on the slip. 


How the System Works 
The mechanics of the bookkeeping system which 


Dr. Ornelas has installed, basically, are quite similar 


The three pertinent forms of the system are posted simultaneously. 
The medical service slip is at the top, the patient's statement, center, 
and the doctor's ledger card is at the bottom. 


GP 1959 197 


MEDICAL SERVICE SLIP 
J. P. ORNELAS, M.D. 


YOUR NEXT APPOINTMENT 
TUES. WED.C) THUR.() ODATE 


MUST MACHINE VALIDATED TO INSURE PROPE: 
VERIFY ENTRIES AS THEY APPEAR ON YOUR STATEMENT 
NK YOU. 


THIS SLIP 1S GIVEN AT TIME SERVICES ARE RENDERED OF PAYMENTS ARE RECEIVED AND 
R ENTRY. RETAIN ANO USE THIS SLIP TO 


ADORES: 
CLOSEST 
Li 


190 SURCY 


sep 18a HSP CLF * 10.00 
“sep 18a PD ACT E 856 


Seavesu 


pig 


GBR 


INSURANCE 
vet co 


Guamantor ADORESS 


MARCO FORMS 


3686 GRANT ST GARY. : 
the 
‘ply 
lefi- ™ 
| 
J. P. ORNELAS, M.D. 
PROFESSIONAL GERVICES RENDERED FOR MONTH AS SHOWN 
nce sep 18a SURCY * 50.00 * 70.00 
the * 5.00 * 75.00 
dis- CLF * 10.00 * 85.00 : 
“ser acte 856 * 30.00} * 35.00 
lips 
6 
the i 
ep- 
the 
THE ABOVE STATEMENT SHOWS CHARGES MADE AND CREDITS APPLIED. FOR 
BY MAIL PLEASE DETACH THIS PORTION AND INCLUDE WITH CHECK TO PRO. 4 
J. P. ORNELAS, M.D. 
ec- VILLAGE MEDICAL CENTER 4 4 
Prone TURNER 7-343! 
| d 3656 Grant STREET— Gary, INDIANA 
er- 
og. 
or 
MARCO FORMS 
he be 
ge NAME *lale Dor ace JV sen 
50.00 * 70.00 
, 
ral * $500 | * 85.00 
50.00 | * 35.00 
or, 
Id 
he 
ng 
| | 
he 
n. 
al 
he | 
| 
yw 
12 
3 
4 


to the accounting methods commonly employed by 
many doctors. 

The patient receives a medical service slip each time 
he comes to the office. The doctor writes the charge 
on this form for the services rendered during the visit, 
and afterward the patient hands the slip to the office 
nurse. She inserts it, together with the patient’s ledger 
card and statement, in the window posting machine, 
and then enters three items of information on the key- 
board of the machine; the old balance; the new charge 
and the payment (if any). The machine automatically 
prints the new charge and payment and computes the 
new balance on all three documents. Each detail in the 
transaction is also recorded automatically on a con- 
tinuous journal tape located within the window post- 
ing machine. Afterward, the slip goes back to the pa- 
tient as his receipt. 

Services which Dr. Ornelas performs outside the of- 
fice are handled in like fashion, except that the patient 
doesn’t receive a medical service slip. Instead, the 
doctor lists the house calls and hospital services in a 
daily log which he gives to his nurse the next day. She 
posts the charges to the various patient records. 

Payments that come in by mail are recorded on the 
ledger and statement, as well as on a medical service 
slip. The latter document afterward is mailed to the 
patient as a receipt. 

One of the most valuable features of a mechanized 


bookkeeping system is that it accumulates separate, 
P 
locked-in totals as it posts data to the ledger cards 
P ‘ g 
and other forms. On Dr. Ornelas’ machine, all charges 
are classified automatically into one of various cate- 
gories—such as “surgery,” “hospital call,” “house 


call,” “‘office call” or “obstetrics.” All receipts are 


classified in a like manner, into either “paid” or “paid 
on account” categories. Abbreviations of the proper 
designation are printed on all the forms, along with 
the amount. 

The amounts accumulated within each charge and 
payment category cannot be removed unless the ma- 
chine is unlocked. Possession of the key assures Dr. 
Ornelas that he has control over the money received 
and also over the charges for services. 

Although all figures are locked in, the nurse can 
take a subtotal of any category at any time. Before 
lunch, for example, prior to turning the office over to 
an alternate, she subtotals both the “paid” and “paid 
on account” listings and has her substitute sign the 


journal tape to assure that there will be no disayree- 
ment later regarding the amount of cash. This sub- 
totaling operation, however, does not clear any amount 
from the machine. 

Then, at the end of the day, Dr. Ornelas totals each 
charge and receipts category, and the machine prints 
the figures on an ordinary envelope. By comparing 
the amount in the cash drawer with the latter totals, 
Dr. Ornelas is able to make sure that payments cred- 
ited to the records are on hand. Should there be any 
discrepancy, the doctor checks the journal tape, which 
shows each entry, in sequence, and makes it possible to 
retrace, in order, any individual or group of posting 
operations. The daily tape is removed and filed in the 
envelope. 

The machine contains one other refinement which 
expedites Dr. Ornelas’ accounting operations consid- 
erably. All checks received are classified by a letter 
designation. The letter “D” designates a personal 
check, “E,” an insurance check, and “K,” a check 
from the city or township public welfare department. 
Charges to some patients are also identified by letter 
code. Those charges covered by insurance, city or 
township welfare funds, are designated by the letters 
“L” and respectively. 

These letters appear after the category designation 
mentioned above. An entry reading “PD ACTE” 
means a payment made on account with an insurance 
check, Similarly, ““PAIDD” means payment of a given 
bill in full with a personal check, while ‘SHSP CLF” 
translates to a hospital call which is chargeable to an 
insurance plan. 

“Frequently,” Dr. Ornelas explains, “a patient will 
ask when he paid a particular bill, or the manner of 
payment. The code helps us track the payment down 
in a minimum amount of time.” 

“I’m convinced that in my practice the benefits pro- 
duced by machine accounting methods are more than 
sufficient to justify their cost,” reports Dr. Ornelas. 
“For in the process, clerical errors have been reduced, 
time has been saved in preparation of statements and 
posting of data to ledger cards, and the patient has 
been made more aware of his financial obligation. One 
other important benefit is that now I have a detailed, 
up-to-date picture of the condition of my practice that 
was unavailable before. The peace of mind this has 
brought is at least as important as any of the tangible 


benefits produced.” 
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Functions 
of a General Practice 
Department 


The following report was prepared for GP a 
by the Academy's Commission on Hospitals. 
— PUBLISHER 


Tue Acapemy’s Manuat on General Practice Depart- 
ments in Hospitals outlines the functions of the de- 
partment as follows: 

“A department of general practice shall be an or- 
ganized segment of the medical staff, comparable to 
that of other staff departments with the following 
exceptions : 

“1. It shall not have a clinical in-patient service, 
and no patients shall be admitted to the department. 
However, it may be responsible for conducting the 
out-patient clinic in whole or in part. 

“2. Since the department of general practice will 
not have a separate clinical service, the members of 
the general practice department shall have privileges 
in the clinical services of the other departments in 
accord with their experience and training, on recom- 
mendation of the credentials committee. In any 
service in which any general practitioner shall have 
privileges, he shall be subject to the rules of that 
service and subject to the jurisdiction of the chief of 
the clinical service involved.” j 


Active Participation 


The Commission on Hospitals believes that sound 
organization and administration require that the staff be 
divided into clinical departments and clinical services 
under the department as the size of the hospital war- 
rants, but that there be only one department for each 
major clinical field. There is a definite and logical line 
of responsibility and authority from the governing 
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board through the medical staff, the clinical depart- 
ment heads and the chiefs of subclinical services in 
clinical departments to the individual staff member. 
The commission cannot visualize any advantage to 
duplicate organization in one hospital with one group 
of clinical departments and its subclinical services 
staffed by specialists and the other by general practi- 
tioners. 

The ultimate goal or objective of all Academy pro- 
grams regarding practice in hospitals is to integrate 
the general practitioner into the staff of his com- 
munity hospital. The purpose of a general practice 
department is to provide a plan of organizational 
structure that will enable general practitioners to more 
actively participate in the administration of the 
hospital. 

General practitioners must assume more responsi- 
bility for educational programs. The establishment of 
a general practice department in the staff organiza- 
tion on an equal basis in administration with the 
clinical and nonclinical departments provides for rep- 
resentation as a group. A representative of the general 
practice group should participate on an equal basis 
with other departments’ representatives at all staff 
meetings concerned with administration or education. 

In addition to the department providing a frame- 
work within which general practitioners may carry on 
their own educational programs for self-improvement 
and self-discipline, it also provides for group consid- 
eration of matters affecting the group before problems 
arise. Good communication between the policy-mak- 
ing body and the various groups in an organization 
eliminates many problems. Even if a general practice 
department had no other function than to provide for 
exchange of information and group action on problems 
affecting general practice, it would be worth-while. 
Too often changes in the hospital staff organization, 
rules and regulations become known to the general 
practitioners after changes have been put into effect. 
This may result in a full-scale conflict that could have 
been avoided with better representation and com- 
munication at the staff level. 


Equal Opportunity 


Proper staff organization should result in all phy- 
sicians on the staff having equal opportunity for privi- 
leges, for training under the supervision of more ex- 
perienced staff members and for advancing in privi- 
leges after demonstrating ability. As far as clinical 
responsibilities and functions are concerned, each 
physician should be judged and classified according 
to interest and ability, without regard to type of prac- 
tice. Clinical division should not be considered a 
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specialists’ division but as a division of the staff made 
up of members qualified in that clinical field. Under 
this concept there is no confusion about responsibility 
for the care of patients, and general practitioners are 
integrated into the staff. 


Privileges 


What privileges should be granted general prac- 
titioners? The policy of the Academy’s Commission on 
Hospitals is the same as that of the Joint Commission 
on Accreditation of Hospitals. The Joint Commission 
recommends that the evaluation of the clinical abilities 
of a physician shall be made by a credentials com- 
mittee and shall be based on the physician’s training, 
judgment, skill and results. The staff privilege prob- 
lems that arise in individual hospitals are not due to 
a lack of agreement on principles between medical 
organizations concerned with standards and hospitals. 
However, the interpretation of these principles and 
recommendations is another matter. 

One cannot discuss privileges without emphasizing 
responsibilities. The Academy is vehemently opposed 
to any hospital rules which discriminate against gen- 
eral practitioners as a group. This necessitates a posi- 
tive program with emphasis on the individual and 
group responsibilities of active staff membership. At 
the same time, the general practitioner must guard 
against being too rugged an individualist. The work 
of the tissue and records committees should be made 
easy by willing and complete cooperation rather than 
grudging compliance. 

One of the strongest arguments for well-trained 
family doctors is the ever-increasing amount of speciali- 
zation in all fields. The general practitioner needs the 
hospital and the hospital needs the general practitioner 
—but both have to come to a better understanding of 
what is meant by privileges and by responsibility. 


Chiefs of Clinical Departments 


There is no established standard procedure for ap- 
pointing the chiefs of the clinical departments. In 
some hospitals they are appointed by the governing 


board; in others they are elected by the medica’ staff 
and, in still others, each chief is elected by the :nem- 
bers of his department. In all cases the chief’s respon- 
sibility and authority are delegated by the governing 
board of the hospital. 

The question has arisen regarding general prac- 
titioners’ participation or representation in selection 
of the chief of a department if he is elected by the 
members of his department. If a hospital has a general 
practice department with members holding active 
membership in the staff through membership in the 
general practice department, they elect the chief of 
the general practice department. 

These same physicians will have privileges in one 
and usually two or more clinical departments. If the 
chief of the clinical department is elected by the mem- 
bers of his department, a general practitioner may or 
may not have a vote in each department in which he 
holds privileges. 

The commission’s recommendation is that where 
the chief of the service is the administrative repre- 
sentative, as well as the clinical representative, then 
general practitioners should vote in the general prac- 
tice department. In other situations where a clinical 
chief does not function as an administrative chief, the 
general practitioner should vote in the department 
where he does most of his practice. 


Staff Meetings 


In some hospitals in which the staff organization in- 
cludes a general practice department, general practi- 
tioners have conducted their own clinical review meet- 
ings. There is no objection to the general practice group 
conducting scientific meetings of its own. In fact, the 
group is to be commended for its efforts to improve 
patient care. Such a meeting by a group of general 
practitioners does not ordinarily satisfy the staff re- 
quirements for monthly clinical review meetings. Al- 
though satisfactory medical audits or clinical reviews 
are matters to be developed and enforced by the staff, 
they must fall within the general requirements of the 
Joint Commission on Accreditation of Hospitals if 
the hospital is to be accredited. 
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Religious Doctrine and Medical Practice. By Richard Thomas Barton, 
M.D. Pp. 94. Price, $3.75. Charles C Thomas, Spring field, 
Ill., 1958. 


THE UNRAVELING of the problems of the human body and 
its alteration by disease might be described as the core of 
medical practice. Many physicians content themselves with 
concentrating on this core. About this core, however, are 
built many laminations representing the psychosocial 
forces which influence the patient, his relationship with 
his physician and sometimes his disease. This monograph 
explores the area of contingence of religious beliefs (common 
in the United States) upon the medical care of the patient. 

After a brief historic review, the teaching of each religion 
as it impinges on the practice of medicine is discussed. 
The principal areas of potential confusion pertain to diet, 
birth and death, problems related to reproductive func- 
tions and psychotherapy. 

For those desiring to familiarize themselves with the 
problem before they run into it headlong, this essay should 
be of great value. The exposition of Roman Catholic dogma 
alone would be very useful to any practitioner, even though 
he has never had a Christian Scientist, Jehovah’s Witness 
or Buddhist for a patient. | —Daniet M. Rocers, M.D. 


Physics for the Anaesthetist. By Sir Robert Macintosh, M.A., William 
W. Mushin, M.S. and H. G. Epstein, Ph.D. Pp. 426. Price, 
$15.50. Charles C Thomas, Spring field, Ill., 1958. 


THE sEconD edition of this book, following the first by 12 
years, adds a section on the flow of fluids and an entirely 
new series of chapters on explosions and reducing valves. 
These additions are expected to appeal not only to experi- 
enced anesthetists and those in training but to a wider 
circle of medical and dental readers. 

The text is well printed and illustrated and replete 
with elementary physics, physical laws and the applica- 
tion of these laws to anesthetics as met in routine work. 

Although much of this book would be a review for recent 
medic! school graduates, it would probably provide diffi- 
cult reading for an older man training in anesthesiology 
Many vears after physics had become but one hurdle in the 
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premedical curriculum. Rank and file general practitioners 
would find it of very little value. 

The new section on explosions might be’ of interest to 
a few inquiring minds, but the text as a whole should be 
recommended as an elementary reference work on physics 
for training young anesthetists or for review purposes by 
older anesthetists. —WiuaM J. Suaw, M.D. 


Advances in Electrocardiography. Edited by Charles E. Kossmann, 
M.D. Pp. 280. Price, $9.75. Grune & Stratton, Inc., New 
York, 1958. 


Tue Eprror has presented, in monograph form, advances 
in electrocardiography from 1946 to 1956 thought to have 
the most immediate and future significance. The book 
presents these advances under four categories: source of 
potential; conducting medium; spread of excitation and 
recovery, normal and abnormal; and rhythms. With some 
deletions and additions, the monograph represents the 
lectures of the course given for graduate physicians at 
the New York-Bellevue Medical Center in 1956. Dr. Koss- 
mann’s incentive to edit this book came about from the 
oversubscription to this course in the first few days it was 
announced, indicating the great desire of internists for a 
course of this nature. 

The first half of the book, Parts I and II, is difficult 
reading because of the nature of the subject. Because of the 
specialized knowledge required for its understanding and 
the complex mathematical and analytic formulations, this 
section of the book is beyond the reach of most general 
practitioners and probably the majority of internists. This 
is certainly not any reflection on the authors, but is due 
primarily to the complexity of the subjects involved. The 
text is elaborately illustrated and involves some of the most 
significant advances (vectorcardiography, differential and 
universal vectorcardiography) that with later developments 
could become part of everyday routine clinical electro- 
cardiography. 

The latter half of the book, Parts III and IV, is generally 
easier reading and represents those advances with more 
immediate clinical value. I believe the chapters on myo- 
cardial injury, congenital heart disease and myocardial 
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hypertrophy are the most interesting and offer the most 
information of immediate clinical importance. 

This short book, in monograph form, is recommended 
equally for the busy internist and the general practitioner 
who have a broad knowledge in electrocardiography and 
desire to keep abreast of the recent advances in this field 
—some of which have current clinical significance and 
others that may become clinically significant in the very 
near future. —J. D. Murpuy, m.p. 


Objective Approaches to Treatment in Psychiatry. By Leo Alexander, 
M.D. Pp. 139. Price, $4.50. Charles C Thomas, Springfield, 
Tll., 1958. 


Tuis BOOK seems to have been written primarily for the 
physician who has had a background in psychiatry. The 
first and second chapters dealing with “Nosology and 
Prognostic Features of Mental Disorders,” followed by 
**Validation of Experiences in Clinical Groupings by Auto- 
matic Test Responses,” are rather stiff and at times, be- 
cause of superfluous terminology, rather vague. However, 
the topics are well covered. The chapter on “Drug 
Therapy” is especially timely and covers all of the uses and 
misuses of tranquilizing drugs. 

This volume would be a valuable addition to the library 
of a physician interested in psychiatry. 

—Cercit M. FRENcH, M.D. 


Carbon Dioxide Therapy. 2nd ed. Edited by L. J. Meduna, 1D. 
Pp. 541. Price, $14.56. Charles C Thomas, Springfield, Il, 
1958. 


Tuts MONOGRAPH deals exclusively with a relatively new 
biologic psychotherapeutic technique—that of carbon 
dioxide inhalation in varying concentrations as a treatment 
for certain psychiatric disorders. Dr. Meduna gives an in- 
teresting discussion of the technique and underlying 
theory. There is then a compilation of the results of vari- 
ous clinical investigations with the use of this recently 
developed technique in various forms of psychiatric dis. 
orders. A brief discussion of some of the modifications 
of the original technique is presented, as well as an in- 
teresting discourse on the probable physiology of the 
procedure. 

Since this technique is a relatively simple office proce- 
dure and since this monograph provides, in one volume, 
a large proportion of the literature on this particular sub- 
ject, it would be of value to those who are interested in 
biologic psychotherapy. —Joun C. Ety, mp. 


Pediatric Surgery. By Orvar Swenson, M.D. Pp. 740. Price, $20.00. 
Appleton-Century-Crofts, Inc., New York, 1958. 


THIS VOLUME on pediatric surgery is one of the finest that I 
have seen. The text covers all aspects of congenital, trauma- 
tic and acquired surgical problems. It describes in detail 
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.D. features distinguishing surgical conditions in infants and _ are well in keeping with the reputation of the publisher. It is 
‘il. how they differ from the same condition in adults. Oper- recommended only to those who are seriously interested in 
ative techniques peculiar to infants are not only well de- _ psychology. —Buacio J. MELLONI 
ew scribed but also beautifully illustrated. Minor as well as 
on major surgical lesions are presented in detail. Pre- and — Abertion in the United States. Edited by Mary Steichen Calderone, 
ent postoperative care and the handling of complications are M.D. Pp. 224. Price, $5.50. Harper & Brothers, New York, 
in- adequately covered. 1958. 
ing The introduction devotes some space to the physical § Tus BooK is a summary of an Arden House Conference 
ri- examination, suitable anesthetics, operating setups andthe —_ with 38 participants of many backgrounds—clinical medi- 
tly types and choice of incisions. cine, psychiatry, public health, statistics, research, law, 
is- While this book is primarily written for the pediatric social sciences. Some of those participating were from 
ns surgeon, I believe it should be in the library of every general Scandinavian countries. 
n- surgeon, pediatrician and all those engaged in general Much of the material is very well presented in this con- 
he practice. —Matcom E. PHEps, M.D. densation of the proceedings, but often the figures given 
are misleading because of the lack of uniformity in state 
"e- The Clinical Application of Projective Drawings. By Emanuel F. laws and reporting techniques. 
Ie, Hammer, Ph.D. Pp. 663. Price, $13.50. Charles C Thomas, Abortion is a big problem and the conference concluded 
b- Springfield, Ill., 1958. that it presents “a problem in epidemiology as real and as 
in Tus TEXT assays to explore and survey the present-day —_ urgent as venereal disease did three decades ago.” It was 
status of projective drawing. It brings within the confines of _ felt by the participants that the present laws and mores are 
one volume the variety of projective drawing procedures _ not able to control illegal abortion, and many are indefinite 
em that exist today. For the most part it is a clinical book. The __in interpretation for even therapeutic abortions. There- 
author and his collaborators, by careful perusal of projec- fore, this is a problem for candid concern of physicians, 
aI tive drawing interpretation, cut beneath the surfaces of outer sociologists, educators, religious leaders, lawyers, legisla- 


personality to reveal human beings as they really are. 
The book is profusely illustrated with reproductions that 


tors and responsible citizens. Only by knowing the facts, 
many of which are contained in this report, will it be pos- 
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sible for groups to get together a plan for improving the 
laws for controlling “illegal abortion.” 

The appendices contain a great amount of factual ma- 
terial well worth reading on abortion laws of various states 
and England, birth control laws and abortions in foreign 
countries. —Marysorie E. Conran, 


An Introduction to Medical Mycology. By George M. Lewis, M.D., 
Mary E. Hopper, M.S., J. Walter Wilson, M.D. and Orda A. 
Plunkett, Ph.D. Pp. 453. Price, $15.00. The Year Book Pub- 
lishers, Inc., Chicago, 1958. 

Tuis 1s the fourth edition of a book first published in 1939. 

It has been rather extensively revised during the 18 years of 

its existence. The authors have a rather strong derma- 

tologic inclination, but not to the total exclusion of general 
medical mycoses. 

The main purpose of this book seems to be to present 
a rather inclusive text primarily for clinical dermatologists 
and for beginning mycologists. 

In scope, the text contains both the common and the 
rare, as well as the deep and the superficial mycoses, 
laboratory methods and visual studies. There is excellent 
organization of the chapters. Subheadings include an intro- 
ductory statement, history, etiology, clinical characteristics, 
differential diagnosis, pathology, mycology, immunology, 


prognosis, treatment and finally prophylaxis. The tabl. of 
contents is excellent and is organized under 41 sepa: ate 
headings, including such topics as “The Superficial \y- 
cosis,” “North American Blastomycosis,” ‘‘Coccidioido- 
mycosis,” ‘‘Coccidioidal Granuloma” and ‘Unusual Sys- 
temic Fungus Infections.” The last chapter discusses the 
common problem of contaminants. 

A good list of reference books is included in the bibliog- 
raphy, and there is also an adequate bibliography at the 
end of each chapter. ' 

The usefulness of this text to dermatologists and my- 
cologists is quite apparent, but it also would be very useful 
to anyone who works in clinics and sees large numbers of 
people in whom the differential diagnosis of deep and 
superficial mycotic infections is of importance. However, 
I think that one would have to go to primary sources in 
many instances, especially for information on deeper fungus 
infections; for example, on coccidioidomycosis, the whole 
disease entity is treated in 17 pages. 

This volume should be in all medical libraries, in the 
libraries of internists and general physicians who have con- 
siderable medical practice in skin diseases, and in all large 
clinics and outpatient departments. 

Overall, because of the excellent printing, fine photo- 
graphic reproductions and binding, I enjoyed the book 
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and am sure that I shall find considerable use for it in 
the future. 

The excellent charts showing the growth phases of the 
yarious fungi were very helpful. On going through the 
many excellent photographs, I wondered how many of 
these conditions we all miss merely by not having the 
first requirement for diagnosis, namely some kind of knowl- 
edge of the existence of various kinds of fungus diseases. 
With this in mind, I suggest that all generalists, internists 
and diagnosticians might well profit from a few hours of 


looking through this book. |§ —E.pert T. PHELPs, M.D. 


Blood Groups in Man. By R. R. Race, Ph.D. and Ruth Sanger, Ph.D. 
Pp. 377. Price, $8.50. Charles C Thomas, Springfield, IIl., 
1958. 


IN THE CREATION of man, many devices were employed to 
assure his lasting value. One principle applied was simple: 
Make no two alike. Yet modern society strives to frustrate 
the achievement on the theory that if all are created equal, 
it must follow that all have identical spirit and substance. 

Physicians in general recognize the fallacy. But five 
million times a year in the United States, they directly 
challenge the existence of nonidentity; five million units 
of blood are transfused and not one is truly compatible. 
Fortunately, the rules of Russian roulette do not apply 


and the resultant deaths total only one to two thousand 
annually. 

The odds are a tribute, ultimately, to those few who com- 
prise the leadership in the science of blood banking and 
blood cell serology. For this leadership, R. R. Race and 
Ruth Sanger of the Lister Institute, London, can write with 
authority; they are among its peers. It is no surprise, 
therefore, that the present volume is the third edition in 
eight years and that Spanish and German translations 
have been published. Ten chapters are devoted to specific 
blood groups and another ten to germane topics, e.g., ge- 
netics, methods, problems of parentage, blood groups of 
twins and blood groups and disease. 

Preserved in the present edition is the appealing blend 
of readability and thoroughness with brevity, which char- 
acterize the best British scientific works. Polemics are 
avoided. Credit is freely given. Illustrations and tabular 
data are well chosen and abundant. The reference lists are 
elaborate and, with few exceptions, complete. The net 
result is a classic work which should be at hand in all 
blood banks, clinical pathology laboratories and units 
devoted to anthropology and genetics. All readers, whether 
novice or director, will prize each chapter. 

It would be trite and inaccurate to say that the volume 
belongs on every physician’s desk. Not all would read it. 


-...BRIGHTEN THE OUTLOOK 


ALERTONIC alerts the listless, blue pa- 
tient, brightens his outlook fast, con- 


tains a safe, effective psychic energizer.* 
Prescription only. One tablespoon t.i.d. Professional literature and samples on request. Write Dept. AT 


GP 1959 


..- NOURISH THE BODY 


Supplementary B-vitamins and miner- 
als give a needed lift to poor appetite 
and metabolism. * Meratran—Merrell’s subtie- 


acting, safe alerting agent 


of 
te 
O- 
Se 
ul 
r, ‘ 

n 
iS 
le 
: 


For Doctors Who ‘‘Can’t Find Time’ 


FAST-READING 
POCKET MONOGRAPHS ON TODAY'S 
MOST URGENT MEDICAL PROBLEMS 


Dise 
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Unfortunately, those to whom its pages would be mos: re- 
vealing are least likely to indulge in them. But for all ot|iers, 
Blood Groups in Man is a treasurehouse from which may 
be drawn satisfaction for the curious, the latest in scholarly 
information on the subject for those challenged aid a 
measure of temperance for all of us who prescribe trans- 
fusions. For my part, I shall frequently return to this book 
for each purpose. J. HarRINGTON, M.D. 


Gynecologic Therapy. By William Bickers, M.D. Pp. 156. Price, 

$4.25. Charles C Thomas, Springfield, Ill., 1957. 

In THIs votumE, Dr. Bickers has attempted a complete 
review of therapeutic measures in the field of gynecology. 
In a commendably systematic manner, he has covered, in 
an anatomic indexing, the principal conditions encountered 
in office or hospital practice. Special subjects are then 
treated separately in additional chapters. 

The book is well written and printed in an easy-to-read 
manner. No illustrations are included, an omission detract- 
ing from the usefulness of the volume. The necessarily brief 
coverage of many subjects has led the author into a rather 
staccato treatment of them, requiring careful reading in 
many sections. 

Treatments recommended are, in general, standard. In 
several instances the reviewer concluded that they failed to 
come up to modern practices. This was particularly appar- 
ent in the sections on carcinoma of the cervix, displace- 
ments of the uterus and endometriosis. Conversely, the 
chapters dealing with infertility, hirsutism and intersexual- 
ity were particularly well done. 

This volume could well serve as a reference book or re- 
minder to the practitioner who is basically well grounded 
in gynecologic diagnosis and treatment. In the opinion of 
the reviewer, it is not sufficiently detailed, particularly in 
the earlier half of the book, to allow its use as a complete 
reference. Later chapters are much more complete and 
useful when they deal with more specific gynecologic en- 
tities. —James E. M.D. 


Regional Hleitis. 2nd ed. By Burrill B. Crohn, M.D. and Harry 
Yarnis, M.D. Pp. 238. Price, $7.25. Grune es Stratton, Inc., 
New York, 1958. 


REGIONAL ILEITIS is now regarded as a malady of widespread 
distribution, affecting all ages, climes and socioeconomic 
strata of the world population. Dr. Crohn and his associates 
first described this disease at an AMA meeting in New Or- 
leans in June, 1932. The disease created considerable public 
attention when President Eisenhower suffered an attack 
and was operated upon because of complications. Dr. 
Crohn, one of the authors of this text, was consulted during 
the President’s illness. 

In association with Dr. Yarnis, Dr. Crohn discusses 676 
diverse types of enteritis, with an excellent follow-up of 
cases. An evaluation of both medical and surgical therapy 
is made by the authors. There is a detailed discussion of the 
recurrences following surgery. The excellent x-ray illus- 
trations are by Dr. Richard Marshak. 

Dr. Crohn and Dr. Yarnis are to be congratulated and 
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credited for unravelling the confused picture of regional 
ileitis and colitis. These authors prove that the two dis- 
eases are distinct disease entities. This book is highly rec- 
ommended for general practitioners. 

—S. A. GARLAN, M.D. 


Progress in Cardiovascular Diseases. By Charles K. Friedberg, M.D. 
Pp. 108. Price, $3.00. Grune & Stratton, Inc., New York, 1958. 


Tus is the first number of a new series to be published 
quarterly. Journal in format, the first issue has very little 
advertising. As stated by the publisher, each issue is to be 
a symposium on a special aspect of the rapidly advancing 
and increasingly important field of cardiovascular disease. 

In this issue the leading article, ‘Progress in Cardiac 
Surgery: General Survey, Indications for Surgery, Sur- 
gical Risk and Results,” is comprehensively excellent. The 
second article, “A Physician’s Responsibility in Respect 
of the Surgical Treatment of Acquired Valvular Disease of 
the Heart,” is also very instructive reading for the gener- 
alist. Other articles dealing more with techniques and the 
discussions of hypothermia, oxygenators, etc., though in- 
teresting, are not musts for the general practitioner. 

The introduction states that “Succeeding issues will 
contain symposia on progress in coronary heart disease, in 
pulmonary function and cor pulmonale and in diagnostic 
methods.” These symposia certainly should be a source of 
valuable instructive material for all who are practicing 
medicine. —Joun F. Mosuer, M.p. 


New 2nd Edition 
1959 


GENERAL UROLOGY 


DONALD R. SMITH 


Over 200 Illustrations 


lange Medical Publications @ Los Altos, California 


328 pages 7x10 inches 
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Are You Spending 


Too Much Time on... 


Runny Noses . . . Pneumonia . . . 
Influenza . . . Rubella. . . 
Virus Infections . . . Rashes of All Kinds? 


Krugman-Ward INFECTIOUS 
DISEASES OF CHILDREN 


Saves Time in Recognition and Management 


Chances are with some 1.5 million cases of communicable 
diseases occurring each year, depriving children of some 
100 million school days, you have found that all through 
winter and spring many of your office hours and house 
calls are concerned with diagnosing and treating in- 
fectious diseases. 

At a time like this, wouldn’t you like to have a really 
practical, concise guidebook containing the latest informa- 
tion near your desk or in your bag so that you can easily 
review the symptoms and treatment of a suspected illness ? 

Authoritatively written by two clinicians and educators, 
this new Mosby book provides a ready source of helpful 
time-saving information, clinically tested, covering those 
infectious diseases most prevalent today in adults as well 
as children. All recent advances in the management of 
such diseases as adenovirus infections, coxsackie virus 
infections, aseptic meningitis, acute laryngotracheo- 
bronchitis and toxoplasmosis are discussed. 

This clinical guide helps you in diagnosis and manage- 
ment of virtually all infectious diseases. The method used 
in presenting each illness is generally this: etiology, 
pathology, clinical manifestations, diagnosis, differential 
diagnosis, complications, treatment, prognosis epi- 
demiologic factors, immunity and control measures. 

Why not see for yourself how this book can help you 
provide better, more efficient service to your patients with 
infectious disease? Don’t delay. Put this book to work 
for you now while it is especially needed. No need to send 
money now. Use the coupon below to order on 10 day 
approval. Why not clip it now and mail your order today. 


BY SAUL KRUGMAN, M.D., Associate Professor of Pediatrics, New York 
H , Bellevue Hospital, 
Unit, Bellevue Hospital 


The cv. MOSBY 


3207 Washington Soulevard, St. Lovis 3, Missouri 


The C. V. MOSBY Company 
Boulevard, St. Louis 3, Missouri 

me on 10 doy approval a 7 of Krugman-Woard, INFEC- 
Tous DISEASES OF CHILDREN priced at $10.00. | understand that if | 
am not completely — a can return | the book within 10 days with no 
charge or oblig is d, publisher pays the mailing 
charge. 

© Payment enclosed [) Charge my account 
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Fast relief ! Replacement therapy 
of irritability, anxiety, be with estrogens helps 
tension, insomnia. restore endocrine balance; 
Miltown acts in relieves vasomotor and 
30 minutes. metabolic disturbances. 


Supplied in two potencies for dosage flexibility 


Milprem-400 
Each tablet contains 400 mg. Miltown and 0.4 mg. 
conjugated estrogens (equine); bottles of 60. 


Milprem-200 
Each tablet contains 200 mg. Miltown and 0.4 mg. 
conjugated estrogens (equine); bottles of 60. 


Dosage for either potency : One tablet t.i.d. in 
21-day courses with one-week rest periods; 
should be adjusted to individual requirements. 


Literature and samples on request 


Relaxation 

of skeletal muscle 

tension; relieves 
low back pain, 

tension headache. 


WALLACE i) LABORATORIES, New Brunswick, N. J. 
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SYSTEMI 
certain fulminating infections, when the patient's 


danger, INJECTION HYDELTRASOL can be a lifesaving 


In your bag... 
ready for use... 
IMMEDIATELY! 


DISABLED ARTHRITIC—!N. 

provides strikingly prom t relief from pain, decent 
disability—may be with HYDELTRA-T. B.A’ 
prompt onset of action and prolonged duration of 
[CYCLAINE® (Hexylcaine Hydrochloride) may be used 

to locate trigger points before injection}. . 


THE FIRST READY-TO-USE, 
SOLUBLE, 

ALL-PURPOSE 
PARENTERAL STEROID 


(Prednisolone 21-Phosphate) 


ADVANTAGES: 

1. Immediately effective—dramatic response in minutes 
2. Ready for use—needs no reconstitution or refrigeration 
3. In solution—flows readily through a small-bore needle 
SUPPLIED: In 2-¢c. and 5-cc. vials, each cc. containing 20 mg. 

of prednisolone 21-phosphate as the di-sodium salt. 

Hydeltrasol is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME oivision oF MERCK & CO., Inc., Philadelphia 1, Pa. &p 
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ACADEMY OFFICER'S PROFILE... 


Pennsylvanian 
In Third Year 
As Vice Speaker 


THIs MONTH in San Francisco, Dr. Horace W. Eshbach 
will preside as vice speaker of the Academy’s Congress 
of Delegates for the third consecutive year. 

Dr. Eshbach, a native Pennsylvanian, was elected 
to the post in 1956 at the Scientific Assembly in 
Washington, D. C. In the capacity of vice speaker he 
serves as an ex officio member of the AAGP Board of 
Directors. 

The relatively young Dr. Eshbach (age 43—born 
February 24, 1916 in Harrisburg) has had an active 
role in Academy affairs since becoming a member ten 
years ago. 

In his home state, he is secretary-treasurer of the 
Pennsylvania chapter, a post he has held since 1951. 
In addition he has served on numerous commissions 
and committees. 

Within the AAGP, Dr. Eshbach’s first key appoint- 
ment was to the Committee on Insurance in 1953. He 
served two terms— during the latter term'as committee 
chairman. In 1954 he became a delegate from Pennsyl- 
vania and served as such until 1957 when he became 
vice speaker. 

Of considerable importance has been his member- 
ship on the Academy’s Commission on Education, a 
position he has held since 1955. Dr. Eshbach’s interest 
in education is apparent from his teaching appoint- 
ments at his Alma Mater, the University of Pennsyl- 
vania School of Medicine. From 1949 until 1957 he 
was assistant instructor in medicine in the nation’s 
oldest medical school and since that time his title has 
been instructor of medicine. 

Since 1942 when he began practice, Dr. Eshbach 
has been a member of American Medical Association 
and Medical Society of the State of Pennsylvania. He is 
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a delegate to MSSP from Delaware County, a position 
he first held in 1951 and since 1953. He is also a 
member of the society’s Commission on Graduate Edu- 
cation and is an alternate delegate to the AMA. 

Dr. Eshbach was a member of the Dauphin County 
Medical Society from 1942 to 1946 and then became 
affiliated with the Delaware County Medical Society. 
In 1954-1955 he was the Delaware society’s secretary- 
treasurer and since 1956 has been a member of its 
Board of Directors. He also holds the chairmanship of 
the Committee on Public Relations. 

After attending the Harrisburg public schools, he 
entered the University of Pennsylvania where he 
received both his A.B. and M.D. degrees. At Harris- 
burg Hospital he took his internship as well as a two- 
year residency. He left the hospital in 1944 after having 
been chief resident. 

The vice speaker’s hospital affiliations began as a 
courtesy staff member at Harrisburg Hospital in 1942. 
From 1947 to 1956 he was with Philadelphia’s Presby- 
terian Hospital and resigned in good standing while 
assistant physician to the medical outpatient depart- 
ment. 

Since 1955 he has served with Pennsylvania Hospi- 
tal in Philadelphia as general practitioner to the hospi- 
tal, as associate director of the Division of General 
Practice and as affiliate physician in the Division of 
Medicine. 

Since 1947 he has also been affiliated with Delaware 
County Hospital in Drexel Hill. His present position 
is associate physician to the hospital in medicine and 
allergy and as associate of the Communicable Disease 
Section. 

During World War II, Dr. Eshbach did a two-year 
stint as a captain in the medical corps. He was as- 
signed to the 126th General Hospital in Hollandia, 
Dutch New Guinea and in Leyte, Philippine Islands 
where he served as medical ward officer and as chief 
of the Contagious Disease Section. 

Upon returning to Pennsylvania in 1946 he again 
entered solo general practice with a special interest in 
allergy. His interest in the latter caused him to gain 
membership in both the Pennsylvania Allergy Associa- 
tion and the Philadelphia Allergy Society in 1951. 

An authority on Roberts’ Rules of Order, Vice 
Speaker Eshbach will again spell Speaker James D. 
Murphy in wielding the gavel April 4-6 in the Congress 
of Delegates. He will likewise serve as toastmaster for 
the annual Delegates’ Reception and Dinner to be 
held the evening of April 6 in San Francisco. 

Dr. Eshbach practices in Drexel Hill, a suburb of 
Philadelphia. The Eshbachs reside at 262 Gleaves 
Road, Springfield, Pa., another of the Philadelphia 
suburbs. 
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Good Early Response to Academy's New Group Life Insurance Plan 


Liberal Benefits, Low Annual Premium, 


As ExPECTED, Academy members are responding well 
to the AAGP’s new Group Life Insurance Plan. A 
month after the initial announcement was made on 
January 15 to the membership, nearly 350 members 
had applied. 

The Academy’s Insurance Committee, under the 
chairmanship of Dr. Norman Coulter, Orlando, Fla., 
selected the plan only after careful study of more than 
adozen proposals. The big selling points are the liberal 
benefits payable under one low yearly premium, 
coupled with the fact that dividends, after expenses 
are paid, will go to help support the new Academy 
Foundation. 

The life insurance plan, underwritten by New York 
Life Insurance Company, provides the highest amount 
of protection at the time of greatest need. By providing 
decreasing amounts of term life insurance, dependent 
upon his age, the physician pays only a $90 premium 
each year for coverage up to $25,641. (See chart.) 

As shown in the chart, the amount of insurance 
decreases with each birthday. At age 70, a physician 
is no longer covered, but he may convert his plan to 
ordinary life coverage without examination, according 
to the “conversion privilege”’ section in the contract. 

Another safeguard is the waiver of premium. If a 
physician becomes totally and permanently disabled 
prior to age 60, his insurance will be continued accord- 
ing to the Schedule of Benefits without further pay- 
ment of premiums so long as he remains totally dis- 
abled and proof of this disability is submitted from 
time to time as required. 


GP Ap: 1959 


Support for Foundation Are Key Features 


As set forth, the plan will become effective when 
1,000 acceptable applications have been received by 
the company. If 25 per cent of the eligible Academy 
membership applies during the initial enrollment per- 
iod, all underwriting will be waived. Regardless of 


If Death Plan Pays If Death 

Occurs this Amount Occurs this Amount 
at Age of Insurance at Age of Insurance 
30 and Under...... $25,641 
7,414 
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withdrawal bleeding 
no estrogen dependence 


(chlorotrianisene) 


the long-acting oral estrogen 


therapy that follows nature’s course—tace, unlike any other estrogen, stores itself 
in the patient’s body fat. Released naturally ...slowly, evenly... like a hormonal secretion, TACE 
provides prompt relief of menopausal symptoms plus sustained symptom-free maintenance because 
of the unique TACE depot effect. 


smooth adjustment to postmenopause state—The longer-lasting estrogenic activity 
of TACE gently “attunes” the autonomic nervous system to lower estrogen levels. In this manner, 
TACE helps the troubled patient go through her “change-of-life” as smoothly as does the meno- 
pausal woman who has few physiologic problems. Withdrawal bleeding...‘‘false periods”... 
seen with short-acting estrogens is avoided. 


symptoms seldom recur — After cessation of therapy, most 

patients require no further treatment, which tends to eliminate the Merrell 
dependence frequently encountered with short-acting estrogens. SINCE 1828 
dosage —2 TACE capsules daily for thirty days can provide a symp- tHE wm. 8. meRRELL COMPANY 


New York CINCINNATI St. Thomas, Ontario 


tom-free menopause. Additional courses may be given, if needed. Excisive Proovet of Origin Research 


Each capsule contains 12 mg. of TACE, 
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insurability, any Academy 
member then would be able 
to obtain this insurance. 
The plan will be admin- 
istered by the Academy 
through a special depart- 
ment and all expenses for 
the operation will be de- 
frayed by dividends paid 
by the insurance company. 
Any surplus will go to the 
American Academy of Gen- 
eral Practice Foundation, 
a nonprofit organization 
for research in scientific 


Norman F. Coulter, M.D. 

As chairman of the Acade- 
my’s Insurance Committee, 
Dr. Coulter outlines the 
merits of the new Group Life 


Insurance Plan and looks activities. 
hopefully to the Physicians’ To be eligible for the 
Retirement Savings Plan. plan a physician must be an 


active or associate member 
of the Academy ; must not have reached his 60th birth- 
day on or before the date of his application. He cannot 
be a resident of Ohio or Texas where state laws pres- 
ently prevent the extension of this type of plan. 

With this life insurance policy and another plan 
called Physicians’ Retirement Savings Plan, which will 
be announced soon, Academy members can attain 
long-sought protection on terms they can afford with- 
out encroachment on professional freedom. 

The Physicians’ Retirement Savings Plan was the 
chief topic of discussion at the January 10-11 meeting 
of the Insurance Committee in Miami, Fla. The com- 
mittee reports that the savings plan would be flexible, 
letting the individual participant decide how much 
should be credited toward an annuity and how much 
would be invested in blue chip common stocks. 

Serving with Dr. Coulter on the committee are Drs. 
George E. Burket, Kingman, Kan.; Frank Green, 
Rushville, Ind.; Richard P. Bellaire, Saranac Lake, 
N.Y. and Herbert W. Salter, Cleveland, Ohio. 


Surgeon General Burney Alerts Nation 
To Possible Influenza Spread from Europe 


INCREASING REPORTS of influenza in several European 
countries have caused Surgeon General Leroy E. 
Burney of Public Health Service to alert state and 
territorial health officers and private physicians in this 
country. 

The outbreaks in Europe are of various types. 
Although no outbreaks of influenza had been reported 
in the United States by mid-February, Surgeon Gen- 
eral Burney pointed out that further introduction of 
the disease into this country is probable and asked 
health officers to report promptly any laboratory con- 
firmations. 

At the time of his alert, Dr. Burney said that the 
only confirmed U.S. cases involved two American 
students recently returning from Europe who devel- 
oped Asian influenza en route to the United States and 
were hospitalized on arrival. 

In England, the Asian strain of influenza has been 
reported. On February 6 the British press reported 
that a wave of influenza was swamping hospitals in 
England. 

An epidemic of Type A influenza is also reported 
to be affecting large numbers of people in Russia. 
Type B infections have been identified in Italy and 
the Netherlands. 

Dr. Burney reiterated his previous recommendation 
that private physicians give special consideration to 
the desirability of vaccinating the following groups: 

Individual patients or groups who have a special 
risk, such as the aged, the chronically ill and pregnant 
women ; 

Hospital staffs whose services are necessary for the 
care of the sick; 

Industrial or service groups in occupations where 
the sudden absence of a sizable part of the force would 
create serious disruption of work. 


Trends and Events in the Nation’s Capital 


From GP’s Special Washington Correspondent 


SELY-EMPLOYED PHYSICIANS, lawyers and businessmen 
are still hopeful Congress will enact the Keogh bill on 
voluntary pension plans in spite of strong opposition 
by the Treasury Department. 

In mid-February, when it appeared certain the House 
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would pass the Keogh-Simpson bill, the Treasury ad- 
dressed a letter of objection to the Senate Finance 
Committee. Last year the bill got through the House, 
only to be pigeonholed by Senate Finance. For the past 
several years, American Thrift Assembly has been 
working for enactment of this legislation. ATA is sup- 
ported by medical, dental, legal, engineering and other 
professional groups. 

The bill permits self-employed to deduct up to 10 
per cent of income for placement in certain types of 
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"BECAUSE JUST ONE CAPSULE A DAY provides 
min B and therapeutic amounts of vitamin C*, “Beminal” Forte ampl 


meets t need when.requirements are high and reserves are low. And 


repair, 2 or 3 capsules may & 


when the need is particularly acute, for instance, during long 


term illness 
or to accelerate tissue. 
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retirement funds or insurance contracts. Annual ceil- 
ing on deductions is $2,500 and the lifetime ceiling is 
$50,000. 

According to the Treasury, the plan would involve 
a revenue loss of $365 million annually and “might 
well constitute a precedent for more widespread adop- 
tion of this kind of special relief.” 


Making Points 


Medical Corps Reserve members of Army, Navy and 
Air Force who are in inactive status at the present time 
will earn retirement point credits by attending scien- 
tific sessions of 30th annual meeting of Aero Medical 
Association. It is scheduled to be held April 27-29 in 
Los Angeles. 

Brig. Gen. M. S. White (MC) USAF is president of 
the association and Brig. Gen. Don Flickinger (MC) 
USAF is chairman of the scientific program. 

Special features of the April meeting will include 
papers and presentations on space medicine, symposia 
on aviation toxicologic health hazards and delivery of 
the annual Bauer Lecture by Dr. Hans Selye of Uni- 
versity of Montreal. 


Monthly SBA Tab 


Small Business Administration approved 399 busi- 
ness loans totaling $20,278,000 in January, with medi- 
cal and allied enterprises receiving only a small share 
this time. 

Recipients included the following: 

Fuller-Morgan Hospital, Inc., Mayfield, Ky., $200,- 
000; Dr. Roger A. MacDonald, physician, Littlefork, 
Minn., $20,000; Billingsley Nursing Home, Heavener, 
Okla., $40,000; Fair East Nursing Home, Ft. Worth, 
Tex., $85,000; Ford Medical Center, San Diego, 
Caiif., $100,000; Hope Sanitarium, South Pasadena, 
Calif., $40,000 ; Harrisville Maternity Hospital, Harris- 
ville, Mich., $17,000. 

A dentist, a veterinarian and a chiropractor also re- 
ceived SBA loans. ° 


Racket Busters 


Food and Drug Administration has disclosed seizure 
of bottled stocks of a Michigan firm marketing a mix- 
ture of potato water and fruit juices as “a completely 
new ulcer treatment.” 

“Eat all the foods you like and as much as you 
want,” the promoter of the product said. He offered 
the 12-ounce bottle of orange, grapefruit and lemon 
Juices, with potato water, for $4.95. 

Medical advisors to Food and Drug Administration 
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said the “medicine” was ineffective for ulcers and was 
potentially dangerous to health, since its use might 
result in delay of good medical care. 

FDA agents also seized quantities of a lipstick-type 
device that was marketed to teenagers as “the easy 
way” to cure acne and other forms of skin eruptions. 
Seizures have been made in Fairfield and Bridgeport, 
Conn. 


VA Practice Incentive 


Perpetuation of the present policy of free hospital 
care to veterans with nonservice-connected disabilities 
is advocated by the physician who is national com- 
mander of American Veterans of World War II and 
Korea (AmVets). 

Dr. Winston E. Burdine, a practicing psychiatrist 
in Atlanta, appeared before the House Committee on 
Veterans Affairs to outline his organization’s policies 
on February 19. 

He emphasized that AmVets, while indorsing federal 
care for veterans unable to afford to pay for private 
medical and hospital services, would not condone any 
abuse of the privilege. 

If hospitalization is limited to service-connected 
cases, the quality of Veterans Administration will de- 
teriorate, Dr. Burdine told the congressional com- 
mittee. 

**A good doctor makes a great financial sacrifice in 
practicing in a VA hospital,” he said. ‘This financial 
loss is offset by the wealth of knowledge and expe- 
rience gained in treating practically every ailment 
known to man. If the care and treatment program were 
limited to service-connected, there would be little in- 
centive to practice VA medicine.” 


Frozen Bone Marrow 


A research group at the Long Beach, Calif., Veterans 
Hospital has achieved successful preservation of living 
bone marrow cells in a frozen state. VA headquarters 
in Washington announced that the stored marrow has 
been administered intravenously with good effect in 
cancer patients suffering low blood counts following 
radiation therapy. 

Dr. Nathaniel B. Kurnick, chief of the hospital’s 
hematology service, heads the research group that 
worked out storage techniques and injection proce- 
dures. 

He reported that marrow was slowly frozen in gly- 
cerol to keep ice crystals minimal and then maintained 
at —79 degrees Centigrade. 


Also see the AMA Washington Report, page 273. 
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Tius McCowin, M.D. 


Edward Ritter, M.D. Harvey Rose, M.D. 


Keith Tucker, M.D. Louis Zako, M.D. 
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AAGP Announces 20 Winners for 1959 
Expanded Mead Johnson Residency Awards 


UNDER THE EXPANDED PROGRAM of the Mead Johnson 
Awards for Graduate Training in General Practice, 20 
winners have been named this month. 

Dr. Bernard E. Edwards of South Bend, Ind., chair- 
man of the Academy’s Mead Johnson Committee, says 
that these winners, selected on February 15 in Kansas 
City, were from the finest array of candidates ever 
submitted. Selections annually are made on the basis 
of scholarship, professional aptitude and fitness for 
general practice. 

Showing nationwide distribution the 20 were chosen 
by the committee from 55 candidates who represented 
24 states and Hawaii and India. 

The official announcement of the 1959 winners 
is being made April 7 at the 11th Annual Scientific 
Assembly in San Francisco by Dr. Edwards. 

At the time of the announcement from San Francisco 
the winners will be notified by wire. Each of the 20 
winners will receive a $1,000 cash award to aid him 
during his residency in general practice. 

The winners are listed as follows, giving present 
status and choice of hospital for residency: 


The Mountainside Hospital 
Montclair, New Jersey 


Epwin D. ARsHT, M.D. 
Resident, The Mountain- 
side Hospital 
Montclair, New Jersey 


WauuaM Jounson Biss, M.D. University of Tennessee 


Military Service, U. S. Navy Memorial Research Center 
New York City, New York Memphis, Tennessee 
Lauan M.D. New England Hospital 
Intern, New England Boston, Massachusetts 
Hospital 


Boston, Massachusetts 


Donato Lez Garnes, M.D. 
Intern, Baptist Hospital 
Nashville, Tennessee 


Baptist Hospital 
Nashville, Tennessee 


Wayne B. GLENN, M.D. University of Arkansas 
Intern, University of Medical Center 
Arkansas Medical Center Little Rock, Arkansas 
Little Rock, Arkansas 
Haroto Haptock, Akron City Hospital 
Jr., Akron, Ohio 
Intern, Akron City Hospital 
Akron, Ohio 
Donatp Haynes, M.D. Lafayette Charity Hospital 
Intern, Confederate Memo- Lafayette, Louisiana 
rial Medical Center 
Shreveport, Louisiana 
Donatp M. Kerrn, M.D. Contra Costa County Hospital 


Intern, Minneapolis 
General Hospital 
Minn-apolis, Minnesota 


Martinez, California 
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Tius W. McCown, M.D. Tulare County General 
Intern, William H. Groves Hospital 
Memorial Hospital Tulare, California 
Salt Lake City, Utah 
Epwarp McManon, Akron General Hospital 
M.D. Akron, Ohio 
Military Service, Loring Air 
Force Base 


Limestone, Maine 


Tuomas Hutson NELson, M.D. 
Military Service, Tripler 
Army Hospital 
A.P.O. San Francisco, 
California 


Henry Davin Port, Jr., M.D. 


Huey P. Long Charity Hospitat 
Pineville, Louisiana 


Huey P. Long Charity Hospital 


Military Service, U.S.A.F. Pineville, Louisiana 
San Antonio, Texas 

Epwarp Louis Ritter, M.D. Contra Costa County Hospital 
Resident, Contra Costa Martinez, California 


County Hospital 
Martinez, California 


Harvey L. Rosg, m.p. Sacramento County Hosjital 
Intern, Harbor General Sacramento, California 
Hospital 
Torrance, California 
Bernarp Lewis ScHapPiro, Hunterdon Medical Center 
M.D. Flemington, New Jersey 
Military Service, U.S.A.F. 
Goodfellow AFB, Texas 
James Marsuatt Stoan III, Huey P. Long Charity Hospital 
M.D. Pineville, Louisiana 
Military Service, U.S. 
Naval Hospital 
Camp Lejuene, North 
Carolina 
Russet D. Snyper, Jr., M.D. University of Colorado Medical 
Intern, Bryn Mawr Hospital Center 
Bryn Mawr, Pennsylvania Denver, Colorado 


Herpert Punp STELLING, M.D. 
Missionary, India 


Charleston General Hospital 
Charleston, West Virginia 


Kerru Benoit Tucker, M.D. University of Colorado Medicat 
Intern, King County Center 
Hospital Denver, Colorado 
Seattle, Washington 
Louts R. Zako, Oakwood Hospital 
Resident, Oakwood Dearborn, Michigan 
Hospital 
Dearborn, Michigan 


All 20 winners will begin their residencies in July. 

The residency program, now in its eighth year, was 
set up through a grant from Mead Johnson & Com- 
pany, Evansville, Ind. in 1951 and is administered by 
the Academy through its special committee. 

The program has grown steadily through the years. 
The initial grant was for $5,000, allowing for five 
winners. In 1954, the fund was increased to allow for 
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ten $1,000 awards. In 1957 the grant was increased to 
$20,000—the additional $10,000 to be used to im- 
prove general practice residencies and to promote the 
program. 

This year the $20,000 grant has been designated for 
20 winners—thus doubling last year’s number. 

Because of so many unusually fine candidates, the 
Mead Johnson Committee held an extra long session at 
its February 15 meeting in Kansas City. Committee 
members working with Chairman Edwards were Drs. 
Donald Kast, Des Moines, Ia.; R. Adelaide Draper, 
Dorchester, Mass.; Walter T. Gunn, St. Louis, Mo.; 
Earl L. Malone, Roswell, N. M. and Robert E. Verdon, 
Cliffside Park, N.J. 


Veteran Writers, |. Phillips Frohman 
And Stanley Truman, Win Ross Awards 


Two VETERAN WRITERS in the medical literature are 
being honored this month as GP’s Ross Award winners 
for 1958. 

Dr. I. Phillips Frohman of Washington, D. C., a 
founder of the District of Columbia Academy of General 
Practice, has been cited for his article, ‘‘Radioisotopes 
and the General Physician.” The other winner, Dr. 
Stanley R. Truman of Oakland, Calif., a past president 
of the Academy, has scored with his article, “Thyroid 
Therapy in General Practice.” 

The official announcement is being made April 8 in 
San Francisco by Dr. Orson B. Spencer of Price, Utah, 
chairman of the Academy’s Ross Award Committee. 
Dr. Frohman and Dr. Truman are each to receive a 
$1,000 cash award at that time. 

The winners were picked by a committee of judges 
composed of three medical school deans. This year’s 
judges were Dr. D. W. E. Baird, dean of the University 
of Oregon Medical School, Portland; Dr. John Parks, 
dean of George Washington University School of Medi- 
cine, Washington, D. C. and Mark R. Everett, Ph.D., 
dean of the University of Oklahoma Medical School, 
Oklahoma City, Okla. 

Dr. Frohman, who has written more than 30 papers, 
edited AAGP Abstracts for three years and was 
editor of the 1957 JAMA Clinical Abstracts. In 1956 
he was chairman of the AMA Section on General 
Practice. 

He has again caught the national eye with his arti- 
cle, “Patients Should Tell the Truth,” which appeared 
in the February 21 issue of The Saturday Evening 
Post. A former member of GP’s Publication Committee, 
Dr. Frohman is a member of the D. C. Medical Society 
Journal's editorial board and of American Medical 
Writers’ Association’s board of directors. 
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Ross Award Winners—Dr. |. Phillips Frohman (/eft) and Dr. Stanley 
R. Truman are the new Ross Award winners. The use of radioisotopes 
and thyroid as therapy are the respective topics of the prize winners. 


Dr. Frohman’s article on radioisotopes, in which he 
states that principles and applications of radioisotopes 
will eventually be a part of the standard medical school 
curriculum, appears in the October, 1958 GP. 

Dr. Truman, a regular contributor to the medical 
literature, is best known in the literary world for his 
book, The Doctor. His affiliations with medicine are 
well known too— particularly as a member of the Joint 
Commission on Accreditation of Hospitals and as a 
member of the medical advisory committee to the 
USPHS Surgeon General. His prize-winning article, 
“Thyroid Therapy in General Practice,” appears in 
the July, 1958 issue of GP. 

Ross Laboratories of Columbus, Ohio is the donor 
of these awards, which are now in their eighth year. 
The awards are made annually to the two Academy 
members who have authored the most significant 
scientific articles in GP during the past year. 

Under the Ross Award rules no Academy officer, 
director or member of the Publication Committee can 
be considered for the award—likewise any member 
who has written an article for GP in collaboration with 
a nonmember physician. 

Members of this year’s Ross Award Gunsitinen, 
whose duty it was to select the judges, were: Dr. 
Spencer, chairman; Drs. Ralph J. Lum, Jr., Santurce, 
Puerto Rico; R. Varian Sloan, Honolulu, Hawaii; 
Rafael C. Sanchez, New Orleans and Robert W. 
Henderson, Bismarck, N. D. 


Aspects of Specialism—Education and Trends, 
Merits and Faults Cited at Chicago Meeting 


Because of the complexity of our civilization, speakers 
at the 55th Annual Congress on Medical Education and 
Licensure in Chicago were generally agreed that 
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extra tablespoon of crystal-form 
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This provides a 25% increase in 
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in liquid bulk. Each quart provides 
60% of the daily protein require- 
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when major protein sources are re- 
stricted, as in low-fat diet. 


Most people enjoy “self-enriched” 
Carnation Instant Nonfat Dry Milk 
because it tastes naturally fresh and 
richer than ordinary nonfat milk. 


Thus, Carnation Instant, “self- 
enriched,” helps patients stay with 
low-fat diet two ways: because it is 
more delicious for drinking; be- 
cause it provides extra protein to 
help maintain stamina. 

*National Research Council 
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specialism will continue to hold an important place in 
medicine. 

Speaking at the plenary session on Specialism in 
Medicine, Dr. Iago Galdston of New York stated: “I 
have opined that specialism is here to stay—but not 
that it will stay the same.” 

The secretary of the New York Academy of Medicine 
Committee on Medical Information said that while 
specialism is in effect threatened by its own technologic 
instrumentalities, he could not envision automation 
taking over the surgeon’s work. 

However, he added that the diagnostic laboratories 
with their multiplicity of apparatus are taking over 
more of the tasks in the exercise of judgment and dis- 
crimination formerly performed by the specialists. 

Continuing, Dr. Galdston said: “I am also con- 
vinced that an even greater threat to specialism lies in 
the deepening penetration of the physiologic sciences 
into the mysteries of normal function. I call in witness 
the effects which the science of nutrition has had on a 
host of specialties.” 

He concluded that while specialism will remain as a 
department of medical service, medical science, per se, 
and medical service per force, will undergo a revolu- 
tionary change. 


Matter of Jurisdiction 


Another of the speakers, Moody E. Prior, Ph.D., dean 
of Northwestern University Graduate School, said: 
“If we have come to pay tribute and do homage to the 
specialist it is because we recognize him as an absolute 
necessity in the advanced state of our technological suc- 
cess and the magnificent complexity of our civilization.” 

He added that because power and prestige of 
specialization have been widely acknowledged, special- 
ists have become increasingly concerned about status. 
They are jealous not only of the position of their 
profession in society but of their position and their 
rights and privileges in their own profession. Empha- 
sizing this point, he remarked: ‘“There has never been 
a jurisdictional strike in medicine, but there is no 
theoretical reason why there should not be.” 

He feels there are two possible approaches to the 
correction of the defects and limitations of specializa- 
tion as they apply to medicine. One is through the 
conditions, forms, customs and organizations which 
exercise control over the practice of medicine; the 
other is through medical education and training. 


Maintenance of Standards 


Speaking on the maintenance of standards in 
graduate medical education, Dr. Edward L. Turner, 
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secretary of the AMA’s Council on Medical Education 
and Hospitals, reminded his audience that a note of 
caution has been directed toward some of the problems 
associated with overspecialization. There is the implica- 
tion of the need for retention of perspective as to the 
role of any specialty area in relation to the field of 
medicine as a whole. 


Graduate Training in Surgery 


In discussing the effect of specialization on graduate 
training in surgery, Dr. Herman E. Pearse of Rochester, 
N. Y. stated that specialization itself, as is now prac- 
ticed throughout our society and the medical field, is 
only harmful when it is premature or is dissociated out 
of context with the whole. Dr. Pearse is professor of 
surgery at University of Rochester School of Medicine 
and Dentistry. 

Yet, he maintained, several factors are responsible 
for the great changes in medical education, or further, 
in specialization today: more rigid definition of the 
specialties; the creation of certifying boards designed 
to evaluate competence but often dictating the educa- 
tional experience leading to it; the increased regulation 
of teaching hospitals by medical and surgical societies ; 
the impact of medical insurance which has depleted 
the wards of the teaching hospitals and finally the 
disruption of education by two wars and obligated 
military duty in peace time. 

Two aspects particularly present problems. The 
first is the fact that, following the wars, most young 
medical men came out determined to get their “boards.” 
This has created a rush for those “approved” hospitals 
where often the original intent of residency training is 
ignored through pressure, that intent being the educa- 
tion of the surgeon. Too few established training cen- 
ters were and are available to fill the need while those 
hospitals which were “unapproved” had difficulty in 
filling their resident staffs. 

Medical insurance, too, brought changes in the 
surgical residency programs. On one hand the certi- 
fying boards have stipulated residency training as a 
prerequisite and this demanded enlargement of the 
resident staff, while on the other hand hospital and 
surgical insurance has so depleted the wards of teach- 
ing and private hospitals that they no longer have an 
adequate number of clinic patients to train residents. 

Dr. Pearse believes the straightforward approach to 
this would be to have the residents licensed to practice 
and approved for the care of these (private) insurance 
patients. But to date this plan has not met with ap- 
proval of either the state medical societies or some 
state bodies. 

In an effort to prevent institutional practice, or the 
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threat of “‘socialized medicine,” it is his opinion that 
education itself has been handicapped. Only the public 
will suffer as unsuspecting subjects of inadequately 
trained surgeons. The challenge today, therefore, is to 
find a way to retain the benefits of both medical in- 
surance and of the residency system of training. 


Integration of the Arts and Sciences 


Concerning all education, Dr. Thomas B. Turner of 
Baltimore spoke on the integration of the arts and 
sciences with medicine. Dr. Turner who is dean of the 
Medical Faculty at Johns Hopkins University discussed 
the program at his school. 

He pointed out that the new five-year course at 
Johns Hopkins is an attempt to correct three undesir- 
able trends in medical education: The increasing 


length of time required to reach a productive stage in 


practice or research; the sharp break with the humani- 
ties when the student enters medical school and the 
relative inflexibility of the medical curriculum, par- 
ticularly the lack of opportunity to engage in one of 
the most valuable of all educational experiences— 
research. 

To foster the integration of arts and sciences with 
medicine, Dr. Turner said informal talks and seminars 
are being held in the Medical Residence Hall by in- 
dividuals in fields other than medicine, such as politics, 
the arts and history. Likewise, a lectureship has been 
established in the School of Medicine devoted to a 
consideration of one or another aspect of the interplay 
between the humanities or the social sciences and 
medicine. 

All of the discussions were tied together by Dr. 
Willard C. Rappleye’s report on the major changes in 
medical education during the past 50 years. Dr. Rap- 
pleye is now president of the Josiah Macy, Jr. Founda- 
tion, New York. 


SAMA Delegates, Alternates, Officers 
To Be Luncheon Guests of AAGP in Chicago 


Tur American Academy of General Practice will be 
host April 30 at a luncheon for delegates, alternates 
and officers of Student American Medical Association 
at the Sheraton Hotel in Chicago. 

Dr. R. B. Robins, a past president of the Academy, 
will be the luncheon speaker. His topic will be “General 
Practice for Your Medical Career.” 

Also present at the meeting will be Academy Presi- 
dent Fount Richardson of Fayetteville, Ark. and Execu- 
tive Director Mac F. Cahal of Kansas City. 

The luncheon will be held during the SAMA’s annual 
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convention. During the meeting the Academy’s Com- 
mission on Membership and Credentials will maintain 
an exhibit booth. The booth will be manned by selected 
Academy members who will answer any questions the 
students may have. 


Health for Peace Legislation, Work 
Of Eisenhower, Humphrey, Hill, Fogarty 


LEGISLATION popularly known as the “Health for Peace” 
bill is getting strong support in both houses of Congress. 

Fifty-nine senators have joined Senator Lister Hill 
of Alabama in co-sponsoring a bill to expand United 
States support of international medical research. A 
similar bill has been reintroduged in the House of 
Representatives by Rep. John Fogarty of Rhode 
Island. 

This legislation would create within the National 
Institutes of Health a new National Institute of Inter- 
national Medical Research with an annual appropria- 
tion of $50 million. 

These funds would be used to encourage and sup- 
port research and the exchange of information on re- 
search, the training of research personnel and the 
improvement of research facilities throughout the 
world. 

The Democratic-sponsored bills would authorize 
grants to foreign and American universities and re- 
search organizations and to voluntary and govern- 
mental international agencies such as World Health 
Organization. 

The program would not replace any of the current 
programs of multilaterial international health activities 
through WHO, UNICEF 
or International Coopera- 
tion Administration. 

The Senator Hill pro- 
posal is based primarily on 
recognition of the fact that 
medical research is so high- 
ly complex and _interre- 
lated that victory over a 
disease or disability can be 
achieved only through the 
research results of many 
scientists throughout the 


Senator Hubert Humphrey 
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Invaluable to the diagnostician in 
helping him to exercise his skill are 
complex nerve endings which 
comprise the anatomy of touch. 


Considerations of tactile sensitivity 
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than in the choice of a prophylactic. 
“Built-in” sensitivity characterizes 
RAMSES,® the superior rubber pro- 
phylactic. RAMSES are preferred by 
men because they are tissue-thin, trans- 
parent, naturally smooth, designed to 
interfere least with sensation — yet 
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Confronted with vaginal trichomonia- 
sis, many physicians now routinely 
specify use of a prophylactic to prevent 
conjugal re-infection.’ In a recent study 
it was again pointed out that “...sexual 
intercourse accounted for most cases 
of re-infection.”* Husbands cooperate 
more readily in the wife’s treatment 
plan when you specify RAMSES, the 
prophylactic with “built-in” sensitivity. 
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isms. An English physician, Edward Jenner, who ob- 
served in 1796 that vaccination prevented smallpox, 
provided the basis for modern immunologic concepts. 

Iwanowski, a Russian, identified the first virus in 
1892. Two Canadians, Sir Frederick Banting and 
Charles Best, were the first to isolate insulin in 1921. 

The Spanish neuroanatomist, Santiago Ramon y 
Cajal, and the Italian histologist, Camillo Golgi, shared 
the Nobel prize in 1906 for their work on the structure 
of the nervous system. 

The list goes on and on—penicillin from England, 
cortisone from the United States, rauwolfia from India, 
sulfonamides from Germany. 

Recently Dr. Howard Rusk noted in the New York 
Times that the “Health for Peace” bill is a direct out- 
growth of the proposals of President Eisenhower in his 
1958 State of the Union message for a “Science for 
Peace” plan to “attain a good life for all.” As the first 
step in such a plan, President Eisenhower at that time 
invited the Soviet Union to join in the current five-year 
program for the global eradication of malaria. 

The President then stated our willingness to pool our 
efforts with the Russians in other campaigns against 
cancer and heart disease and the other scourges of 
mankind. “If the people can get together on such pro- 
jects,” he said, “‘is it not possible that we could then 
go on to a full-scale cooperative program of science for 
peace ?”” 

It was to discuss the proposals for a greatly expanded 
international medical research program that Senator 
Hubert Humphrey, Democrat of Minnesota, went to 
Moscow in early December for his now famous eight- 
hour interview with Soviet Premier Nikita S. Khrush- 
chev. The first two hours of the interview were spent 
discussing international medical research. 

In a statement issued in Moscow after the interview, 
Senator Humphrey reported the Soviet Premier had 
given “enthusiastic approval” to the proposal. 


This Year's Approach to Children’s Problems 
Set Forth in Child Guidance Institute Report 


A LINE OF ATTACK on emotional disorders and delin- 
quency among children and youth to be carried forth 
in 1959 was outlined ina report from the First American 
Child Guidance Institute held last year in Chatham, 
Mass. 

The American Academy of General Practice, one of 
the meeting collaborators, was represented by Dr. John 
Fowler, a past president of the Academy from Barre, 

8s. 
The first gathering of its kind in this country, the 
mstitute was held by The American Child Guidance 
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Foundation in collaboration with ten prominent na- 
tional groups. In addition to the Academy the other 
organizations were: American Academy of Child 
Psychiatry, American Academy of Pediatrics, Ameri- 
can Medical Association, American Orthopsychiatric 
Association, American Public Health Association, Na- 
tional Association of Social Workers, National Educa- 
tion Association, United States Children’s Bureau and 
United States Public Health Service. 

Recognizing the grave problems prompting the in- 
stitute, the American Child Guidance Foundation spent 
four years exploring the various and myriad aspects of 
the problem and the ideas and needs existing among 
the professional disciplines. 

It found that each year over a million children are 
either arrested by the police or found to be in need of 
psychiatric care. Current conservative estimates of this 
problem’s cost to the nation is over $3 million a day, 
with the number of individual cases rising 70 per cent 
since 1950—more than two and one-half times as fast 
as the increase in birth rate during the same period. 

According to the foundation, the statistical incidence 
is not due merely to greater public awareness, for the 
kinds of problems are too different and more serious 
than in previous times. Not only that, but the statistics 
do not include the many children with early emotional 
and behavioral disturbances that have not yet been 
recognized or taken seriously. 

With the present limitations of both specialists and 
information it seemed “essential and urgent that every- 
thing possible be done in the years ahead” to manage 
effectively not only existing cases and deal better with 
cases during their earlier phases—but most of all to 
achieve better means for their prevention in the first 
place. 


Plan of Action 


Therefore, the foundation felt that, though the 
process of correcting the situation would be expensive, 
complicated and difficult to work out, certain steps 
must be taken: (1) the realistic evaluation of what we 
are now doing in many fields; (2) the development of a 
much more extensive and usable body of information 
than now exists—and this coming through the ex- 
pansion of research; (3) the expansion and improve- 
ment of professional training and (4) a concerted effort 
at the community level—combined with professional 
action— to take a “hard and honest look at our attitudes 
about many things and to then do everything possible 
to help redirect unfortunate perspectives.” 

The foundation’s program will be to approach the 
problem from both aspects: the development of more 
effective means for dealing with emotional and behay- 
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joral problems and the concomitant concentration on 
the area of prevention. They will provide professional 
groups with opportunities to share their respective ex- 
periences, skills and ideas and opportunity to work 
together in a more integrated way through a continuing 
nationwide program. 

The foundation will also provide these groups with 
additional funds for research; professional education, 
training and coordination; community service and, 
parent and public education of these problems. Various 
activities to provide parents and the public with a fuller 
understanding of the basic needs and obstacles will also 


be included in the plan. 


Three General Areas 


The foundation has made the following proposals 
under three general areas: knowledge (and research), 
professional manpower and the community. 

Under knowledge it was decided that prevention is to 
be the keystone but that the work and training needed 
in other areas presently be given a “‘first things first” 
status. 

It was also decided that not only the abnormal and 
pathologic aspects be studied but that even greater 
effort be directed toward normal, healthy emotional 
development. Along with the psychologic aspects, 
effort should be made to learn more about the bio- 
chemical and physiologic aspects and of the major area 
of social conditions and situations behind so much of 
this problem. 

Several things were proposed under the heading of 
research: that more research be conducted by multi- 
disciplinary teams instead of merely by persons within 
a single profession; that more long-range research be 
undertaken; that the research be comprehensive and 
consider not only the child but the child as part of a 
family and the family as part of society; that steps be 
taken to correct the basic and critical obstacle of 
shortage of research personnel; that the great need for 
financial resources for preliminary preparation and 
structuring of projects and studies and for initial ex- 
ploration be filled; that not only more personnel but 
better trained personnel be brought into the research 
process, and that there be more meaningful research. 

In the field of professional manpower one interesting 
recommendation brought forth is that there is a need to 
call back into professional use those women trained in 
this field (as public health nurses, school teachers, 
social workers, etc.) who have left to rear their own 
children but who now, as their families reach maturity, 
have time to contribute again to their profession. Also 
the forced retirement plans which eliminate many 


salaried professional people before their services have 
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Retiring President Honored by Oklahoma Governor—Dr. Holland T. 
Jackson of Ft. Worth, Tex., who retires this month as AAGP presi- 
dent, was honored during the recent Oklahoma chapter meeting, 
being given a “Commission as an Honorary Colonel on the Gov- 
ernor’s Staff.’ The citation from the Honorable Howard Edmondson, 
governor of Oklahoma, was presented to Dr. Jackson (standing, 
right) by his old friend, Dr. Malcom Phelps of El Reno, Okla., alsoa 
former AAGP president. 


been exhausted are recommended for further evalua- 

tion. Institute members feel that the answer must be Bi: 
sought as to why so many young people fail to enter 
these areas of work, and why so many who have entered 
training and even reached the practicing level leave for 
other jobs? 

In the qualitative aspects it is felt that professional 
manpower and aspects of professional service in regard 
to research, treatment and prevention need to be im- 
proved. Also too much administrative work is often 
required of professional personnel, detracting from 
their primary role. 

In regard to the community, it is suggested that a 
realistic and extensive professional-public relations 
program be carried out. 

In this way parents and the public can be effectively 
advised and educated about the services and attitudes 
of the professions and be helped to understand why 
the physician, teacher, judge, social worker, nurse, 
psychiatrist, etc., think as they do and operate as they 
do in attempting to assist with these matters. Also the 
professions need to rectify the confusion surrounding : 
the excessive and often divergent amount of “expert” r 
opinion being offered the public via mass communica- 
tion media. This media should be used primarily for 
information aimed at improving public awareness but 
not for specific advice on issues which would be better 
handled through direct services. 
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Sound, conservative therapy with salicylates has 
been consistently reaffirmed as basic, long-term 
maintenance therapy in the arthritides.’** 


Buffered Pabirin provides superior maintenance 
therapy. It epitomizes fundamental long-term 
basic therapy since it can be given month after 
month without serious complications and with 
minimal problems to patient and doctor alike. 


Buffered Pabirin is formulated to provide high 
and sustained salicylate blood levels. Each tablet 
consists of an. outer layer containing a buffer 
(aluminum hydroxide), para-aminobenzoic acid, 
and ascorbic acid; a core of acetylsalicylic acid. 


Each tablet contains: 


maintenance therapy is still fundamental treatment 


Buffered bir in’ Tablets 


Acetylsalicylic acid (5 gr.)........ eee 
Para-aminobenzoic acid (5 gr.)....... Sees 
Dried aluminum hydroxide gel......... eres 


All Buffered Pabirin is sodium- and potassium-free. 
Dosage: Two or three tablets 3 or 4 times daily. 


SMITH-DORSEY © a division of The Wander Company « Lincoln, Nebraska + Peterborough, Canada 


In the stomach, the outer layer quickly releases 
the buffer; which protects against nausea, 
dyspepsia and other gastrointestinal symptoms 
so frequently encountered with salicylates alone. 
The core of Buffered Pabirin then disintegrates 
rapidly, permitting rapid absorption of the 
acetylsalicylic acid for faster pain relief. 


References: 1. Hart, D.; Bagnall, A. W.; Bunim, J. J., and 
Polley, F. H.: Ninth International Congress on Rheumatic 
Diseases, Toronto, Ont. (June 25) 1957. 2. Report of Joint 
Committee, Medical Research Council & Nuffield Foundation, 
Treatment of Rheumatoid Arthritis, British Medical Journal 
(April 18) 1957. 3. Friend, D. G.: New England J. Med. 
257:278 (Aug.) 1957. 
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Privately-Sponsored Insurance Program 
For Oldsters Spreading Across Nation 


(AN INSURANCE PROGRAM for persons 65 years and older, 
Which has been in effect for more than one year in lowa 
and successfully introduced last September in several 
Other states, has just been offered to oldsters in eight 
other areas. 

Known as 65-Plus, it is a privately-sponsored in- 
$urance program by one of the nation’s largest in- 
gurance companies. 

A three-week enrollment period ended February 2 in 
the following: Connecticut, New York, New Jersey, 
Pennsylvania, Delaware, Maryland, Ohio and Washing- 
ton, D. C. It had been previously introduced in Iowa, 
Illinois, Wisconsin, Indiana and California. 

Acceptance results of 65-Plus in the new areas are 
not yet known, but, according to its organizer, Conti- 
nental Casualty Company of Chicago, the reception has 
been good in the initial areas. 

The program claims to make a new form of hospital- 
surgical insurance available to senior citizens without 
any requirements for medical examinations or restric- 
tions as to maximum age. 

According to the company, the policy has been ap- 
proved by the insurance department of each of the 
states in which it is being offered. 

Here are some of the facts concerning 65-Plus: 

(1). No health questions are asked in the application 
and no medical examination is required. 

(2). Once issued, this policy may not be canceled or 
modified by the company, except for nonpayment of 
premium, unless all 65-Plus policies issued in the state 
are cancelled or so modified. 

(3). The policy provides up to $10 per day for 
hospital room and board for a maximum of 31 days for 
each confinement; up to $100 allowance for miscel- 
laneous hospital expenses and a surgical allowance 
from $5 up to $200. There are no limits to the number 
of hospital confinements in any one year or other 
periods of time. However, benefits for successive con- 
finements for the same condition are limited to the 
maximum payable for any one confinement unless they 
are six months or more apart. If six months have passed, 
full benefits are again available. 

(4). It will not pay for hospital and surgical expenses 
covered by Workmen’s Compensation or Occupational 
Disease Law or those resulting from war. Also not 
covered are expenses incurred in any Veterans’ Ad- 
ministration or any federal, state or local government 
hospitals where the majority of the patients are mental 
or tubercular cases. 

(5). Disabilities beginning six months after the 
effective date of the policy are covered even if the con- 
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dition causing the disability originated prior to the 
effective date of the policy. 
(6). 65-Plus costs only $6.50 a month. 


Bill To Liberalize Mental Iliness 
Laws Now Before British Parliament 


A BILL TO LIBERALIZE the law covering mental illness in 
Great Britain is now before Parliament, the first such 
overhauling of its mental health laws in nearly half a 
century. 

One purpose of the reform measure is to encourage 
persons suffering from any form of mental illness to 
seek treatment promptly. It will attempt to correct 
what Mr. R. A. Butler, the Home Secretary, has 
privately called the “disgraceful situation” in mental 
hospitals and the law affecting them. 

Already the British Government has earmarked 
about half the beds in the new hospital building pro- 
gram for mentally ill patients. 

This bill would remove some formalities for admission 
and would repeal the limitation of treatment of “per- 
sons of unsound mind” to designated hospitals. 

Under the proposed law, the phrase, “person of un- 
sound mind,” in present legislation would be dropped 
and “suffering from mental illness” substituted. 

The bill provides for the establishment of a mental 
health review tribunal for each of the 15 hospital 
regions in England and Wales. They would have power 
to discharge patients if they were satisfied there were 
not sufficient grounds for their retention. 


U. S. Attains World Health Leadership 
Through Pharmaceutical Industry Boost 


Tuis country’s pharmaceutical industry has secured 
world leadership in health for the United States through 
its scientific imagination and vast expenditures for re- 
search and development, Health News Institute stated 
in an early 1959 pronouncement. 

Last year, expenditures in these fields reached $170 
million, an all-time high, $43 million more than in 1957. 
Some $190 million is budgeted for 1959 and it may 
well exceed that figure when final tabulations are made. 

These figures were disclosed in a recent survey con- 
ducted by Pharmaceutical Manufacturers Association. 

According to Mr. Chet Shaw, executive vice presi- 
dent of HNI, “Prior to World War II much of the 
initiative in medical and drug research was outside the 
United States and many of our medicines were im- 
ported. However, the last two decades have seen the 
American system of free enterprise and vigorous busi- 
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in the Dietotherapy 
of Undernutrition 


Following periods of catabolic stress—when 
rehabilitation by diet is especially important— 
many patients cannot tolerate certain high- 
nutrition foods, and frequently show an aver- 
sion to foods with high-fat content. 

Under such circumstances the physician is 
faced with the problem of selecting nourishing 
foods which are easily digested and well toler- 
ated. Each day’s menu must be built from a 
variety of high-protein, high-nutrient foods 
which appeal even to jaded appetites. 

Oatmeal is an outstanding source of natural 
nutrients well suited for debilitated patients. It 
ranks highest among whole-grain cereals in con- 
tent of protein, thiamine, and phosphorus. 

The oatmeal serving with milk provides high- 
quality protein, unimpaired in processing or 
preparation. It supplies the essential amino 
acids in proper proportions for biosynthesis, 

repair, and replenishment of tissue. Oatmeal 
also provides significant amounts of several B 
oatmeal offered by The vitamins and minerals important to physio- 
available in the Quick The smooth, semi-solid texture of oatmeal, 
(cooks in one minute) and the ease of its digestibility, its inviting warmth, 
and its delicious nut-like taste combine to make 


nutrient value. it an appealing dish to patients of all ages. 


The Quaker Oats @mpany 


CHICAGO - 
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ness competition snatch world leadership away from 
other countries in the business of health improvement. 
We lead the world in our high health standards, due to 
the scientific imagination and dynamic leadership of the 
pharmaceutical industry in this country.” 

Their expanded research results in some 400 new 
pharmaceutical products being made available to the 
medical profession each year as weapons against infec- 
tious disease, to relieve suffering and for a longer and 
healthier life. 


improved Programs Aim of National 
Society for Crippled Children and Adults 


THE CHIEF CONCERN of National Society for Crippled 
Children and Adults, Inc. during its recent two-day 
meeting in Chicago was how its present and future pro- 
grams could be improved. There was also discussions 
on how the national group can best direct and guide 
the activities of the state and local units. 

The opening session on January 12 was utilized by 
the Committee on Professional Education and Defini- 
tion of Crippling. The following day the Professional 
Advisory Council held an all-day meeting. The Ameri- 
can Academy of General Practice was represented at 
both sessions. 

Considerable time was spent discussing the society’s 
professional education program which includes con- 
ventions, seminars and workshops, exhibits, its library, 
publications, scholarships and fellowships. 


“Oxygen hell, ... all | want is some fresh air.” 
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COMPACT—less space required 
allowing technical flexibility ... CO 
compliment its surroundings... 
radiography—fluoroscopy. 


CONTEMPORARY DESIGN, ECONOMY 
AND COMPLETE VERSATILITY, MAKE 
THESE THE FINEST MATTERN X-RAY 
UNITS EVER OFFERED. 


. . . SIMPLIFIED—but 
NTEMPORARY—will 
VERSATILE—diagnostic 


COMPLETE .. . 18” focal spot table 

top distance...recipromatic 

bucky . . . hand tilt table .. . 

12” x 16” fluoroscopic screen .. . 

motor driven table . . . spot device 
. 12” x 12” fluoroscopic screen. 


. 100 MA Control, floor, 
desk or wall mount 

... 300 MA Full Wave Con- 
trol Console, 1/30 second 
electronic timer . . . both 
with integrating fluoro- 
scopic timer. 
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in the 
depressed, 
unhappy patient: 


PROMPTLY IMPROVES MOOD 
without excitation 


PAR 


CONTROL OF 
SYMPTOMS 


STIMULANT 
DRUGS 


SEDATIVE 
DRUGS 


AMINE- 
OXIDASE 
INHIBITORS 


“Deprol* 


sadness, 
crying 


EFFECTIVE 


NO EFFECT 


EFFECTIVE 


EFFECTIVE 


insomnia 


ADVERSE 
EFFECT 


EFFECTIVE 


NO DIRECT 
EFFECT 


EFFECTIVE 


anorexia 


ADVERSE 
EFFECT 


NO DIRECT 
EFFECT 


EFFECTIVE 


NO DIRECT 
EFFECT 


psychomotor 
retardation 


EFFECTIVE 


ADVERSE 
EFFECT 


EFFECTIVE 


EFFECTIVE 


anxiety, 
irritability 


ADVERSE 
EFFECT 


EFFECTIVE 


ADVERSE 
EFFECT 


EFFECTIVE 


SIDE EFFECTS: 


depressive 
aftereffect 


toxicity 
agitation 
appetite 
loss 


drowsiness 


WALLACE LABORATORIES - New Brunswick, N. J. 


“Deprol* 
DOSAGE: 


Usual starting 
dose is 1 tablet 
q.i.d. When 
necessary, this 
may be gradually 
increased up to 
3 tablets q.i.d. 


“Deprol* 
COMPOSITION: 


Each light-pink, 
scored tablet 
contains 1 mg. 
2-diethylamino- 
ethyl! benzilate 
hydrochloride 
(benactyzine HCl) 
and 400 mg. 
meprobamate. 
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Medical News in Small Doses: 


In MARCH the University of Costa Rica officially opened 
a school of medicine, through assistance from the 
International Cooperation Administration. Up until 
last month, Costa Rica remained the only country on 
the North American Continent without a medical 
school. Hitherto Costa Rica physicians had to acquire 
their entire medical training at foreign universities. 
The ICA has agreed to help the new school by sending 
United States faculty advisers in key subjects and by 
supplying basic laboratory equipment and books and 
fittings for the medical library. . . . Michigan Academy 
Member William K. Emery has been appointed a 
member of his state’s Industrial Safety Advisory 
Council by Wolverine State Governor G. Mennen 
Williams. . . . Early this year University of Pennsyl- 
vania’s Graduate School of Medicine held its first 
certification ceremonies under the school’s completely 
revised curriculum program. Until last fall, the school 
which accepts only graduate physicians, offered a one- 
year combined program in the basic sciences and clin- 
ical specialties. The curriculum now provides for a 
two-semester program, the first devoted to the basic 
sciences, the second to clinical specialty training. . . 
Fredericksburg, Tex. Member Lester L. Keyser has 
accepted the appointment of medical director for the 
new Student Health Center now under construction 
on the Southern Methodist University campus in 
Dallas. For the past 21 years Dr. Keyser has been as- 
sociated with the Fredericksburg Hospital and Clinic, 
which he helped to organize. . . . Physicians through- 
out the country who have indicated interest in re- 
ferring selected patients for study at National Insti- 
tutes of Health’s Clinical Center are now receiving an 
NIH brochure on patient referral procedures. The 
publication also describes intramural clinical investiga- 
tions in nearly 100 areas of medicine, surgery, psy- 
chiatry and dentistry that will be conducted during 
1959... . An award contest for the best unpublished 
paper on research in gastroenterology or an allied 
field has been established by American College of Gas- 
troenterology. The contest is open to all those possess- 
ing an M.D. from a recognized medical school. The 
prize will be an award of $750 plus an additional $250 
for traveling expenses to present the paper at the an- 
nual convention. All entries which are to be sent to 
The Research Committee, American College of Gas- 
troenterology, 33 West 60th St., New York 23, N. Y. 
must be received no later than June 1... . Applications 
for a residency in pediatric oncology fines January 1, 
1960 to December 31, 1960 at Memorial Center for 
Cancer and Allied Diseases in New York will be re- 
ceived up to May 1. 
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TABLETS AND ELIXIR 


To add life to years—not merely years to life . . . Niatric sharpens mental acuity 
and promotes a return to more normal social and physical activity for your aged patients. 

In the Old Age Syndrome . . . Niatric relieves confusion, forgetfulness, irritability, depression and 
apathy — the penalties of advancing age. 


¢ Niatric improves respiration and cerebral function 
e Niatric improves circulation 


Niatric contains: Each Tablet: 5 ce. Elixir: e Niatric protects capillary integrity 


e Niatric prevents brain tissue hypoxia 


Ascorbic Acid 
Bioflavonoids 
Alcohol 


or 2 A F. ASCHER AND COMPANY, INC. 


Supply: Tablets, botties of 100 and 500. 
; Elixir, bottles of 1 pint. Ethical Medicinals / Kansas City, Missouri 


Send now for samples and literature... 


100 me. 100 mg. 
100 mg. 
15% 
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News from the State Chapters 


“Cardiology for the Practitioner of °59” was the theme 
of New Jersey’s seventh annual scientific session, held 
January 10 at the Traymore Hotel in Atlantic City. 

As he did last year, New Jersey Governor Robert B. 
Meyner proclaimed the week preceding the annual 
meeting, January 4 through 10, as “Family Doctor 
Week” for New Jersey. (See cut.) Together with copies 
of Governor Meyner’s proclamation, which lauded the 
family doctor and the AAGP, publicity packets were 
distributed to members in each city in the state. News 
stories appeared in 48 New Jersey weekly papers. 

Considered the state’s most successful meeting to 
date, 416 physicians attended. Taking office as presi- 
dent was Dr. Charles H. Calvin, Perth Amboy, who 
succeeded Dr. Robert E. Verdon, Cliffside Park. Other 
officers who were elected included (see cut) Drs. 
Benedict B. Scasserra, Princeton, president-elect; A. 
Guy Campo, Westville, vice president; Philip R. 
D’Ambola, Harrison, secretary, and George C. Parell, 
Newark, treasurer. 

In keeping with the theme the five medical authori- 
ties who appeared on the program spoke on various 
phases of cardiology. Dr. Norman Jolliffe, director of 
the Bureau of Nutrition, New York City Department 
of Health, first speaker on the program, discussed 
“Fats Cholesterol and Atherosclerosis.” Speaking on 
“Recent Developments in Cardiac Surgery” was Dr. 
Charles P. Bailey, professor thoracic surgery, Hahne- 
mann Medical College and Hospital, Philadelphia. 

“Management of Essential Hypertension” was the 
topic of Dr. Garfield G. Duncan, professor of medi- 
cine, Jefferson Medical College, Philadelphia. Dr. 
Charles Enselberg, professor, Cardiology Polyclinic 
Medical School and Hospital, New York City, gave the 
Vincent Campana Memorial Lecture on “Cardiac 
Emergencies.” 

Final speaker was Dr. William A. Jeffers, associate 
professor of medicine, University of Pennsylvania 
School of Medicine, speaking on “Treatment and 
Rehabilitation of the Coronary Patient.” 

A question and answer session was held after each 
lecture. 
> The 11th annual meeting of the Mlinois chapter, 
held at the Morrison Hotel in Chicago, was a record- 
breaker with a 20 per cent increase in overall size. 

The total of 1,274 registrants for the three-day meet- 
ing surpassed all previous convention records. This 
figure was larger by 218 than the previous mark for an 
annual meeting, which was set in Chicago in 1956, with 
1,056 registered. 

Another state all-time high was set when all 70 of 
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Governor Meyner Signs Proclamation—“‘Family Doctor Week” for 
New Jersey was proclaimed when Governor Robert B. Meyner signed 
the document sponsored by that chapter, in connection with its recent 
state meeting. Shown in the front row seated, left to right, are 
Dr. Robert E. Verdon, immediate past president; Governor Meyner 
and Dr. Charles H. Calvin, incoming president. Behind them are 
grouped the chapter's board of directors, left to right: Drs. Samuel 
Deich, Charles Burroughs, A. Guy Campo, Louis Kosminsky, S. David 
Miller, Roland P. Stratton, Benedict B. Scasserra and Edward M. Coe. 


New Jersey Elects— Shown at their seventh annual scientific meeting 
in Atlantic City are some of the new and retiring officers of New 
Jersey’s chapter. From left to right they are: Drs. George C. Parell, 
treasurer; Charles H. Calvin, incoming president; Philip R. D'Ambola, 
secretary; Benedict B. Scasserra, president-elect; Robert E. Verdon, 
outgoing president and A. Guy Campo, vice president. 


the technical exhibit booths were “sold-out” months 
in advance of the meeting. Dr. Edward A. Brickman of 
Northlake was chairman of the exhibit committee. 
Illinois continues its previously successful plan of 
familiarizing medical students with the Academy pro- 
gram by offering a special student rate for GP, with 
members of the state chapter contributing one-half of 
the subscription price, the student the other. Over 50 
of the 153 medical students who registered took ad- 
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vantage of this offer, a new high for this program which 
was taken as an indication of the increase in stature of 
the general practitioner. 

Dr. John C. Smith of Riverside was chosen as presi- 
dent-elect for this year. Also elected at the meeting 
were Dr. Franz Steinitz, Chicago, vice president; Dr. 
Mladen Mijanovich, Marengo, speaker of the congress 
of delegates, and Drs. Carl P. Birk, Decatur, S. B. 
Nelson, Chicago, and Stanley K. Nord, Bloomington, 
directors. 

Dr. Doktorsky, who is also a member of the Acad- 
emy’s Constitution and By-Laws Committee, was 
selected to represent Illinois as a national delegate. 
His alternate is Dr. Harry Marchmont-Robinson of 
Chicago, who voluntarily retired as national delegate 
after having served in that position for ten years. Dr. 
Marchmont-Robinson is also Illinois executive sec- 
retary. 

At the dinner-dance Retiring President A. L. 
Doktorsky of Chicago (see cut) turned over the gavel to 
new president, Dr. Robert E. Heerens of Rockford. 

Approximately 300 members and wives attended 
the annual social affair where entertainment was pro- 
vided by Henry Brandon’s orchestra, singer Rockee 
Pryor and harmonicists Lewis and Christie. Several of 
the many honored guests who were present addressed 
the group (see cut) following the gavel presentation 
ceremony by Dr. Doktorsky. 

Chairman of the banquet committee was Dr. May- 
nard I. Shapiro of Chicago. 

During the congress of delegates several resolutions 
were discussed and approved. After some spirited 
testimony one resolution was adopted which provides 
for a committee to study ways for the Illinois chapter 
to organize as a bargaining agent in dealing with a 
third party. 

Another resolution which was passed showed the 
Illinois group as being opposed to the corporate prac- 
tice of medicine, regardless of the type of corporation. 

The congress also went on record as being opposed 
to board certification for the general practitioner at 
this time, feeling that such certification might well de- 
feat our purposes by discouraging men from going into 
general practice. 

A varied and extensive scientific program was 
planned for the meeting by Dr. Allison Burdick, Jr., 
Chicago, program chairman, and his committee. First 
speaker on the program was Dr. C. Knight Aldrich of 
Chicago. 

Other speakers were: Granger Westberg, D.D., 
Chicago; Gordon §. Jaeck, M.D., Wheaton, Ill.; Drs. 
Gustav A. Hemwall, Chicago, and Seymour Hersh- 
man, Chicago. Also speaking were Drs. Edmund F. 
Foley, Chicago; Floyd E. Neff, Compton, Calif. ; Robert 
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WMinois Executives— Shown at their recent annual meeting are these 
members of Illinois chapter’s board of directors: (seated left to right) 
Drs. Franz Steinitz, vice president; J. R. Burnett, director; Robert E. 
Heerens, president; A. |. Doktorsky, immediate past president; John 
C. Smith, president-elect; J. G. Gustafson, director. (Back row left 
to right): Drs. Mladen Mijanovich, speaker of the congress of dele- 
gates; Carl G. Sachtleben, freasurer; Carl P. Birk, newly-elected 
director; Allison L. Burdick, director; S. B. Nelson and Stanley K. 
Nord, newly-elected directors; Clinton D. Swickard, director; Richard 
V. Kochanski, director; Maynard |. Shapiro, director; H. Marchmont- 
Robinson, executive secretary, and Robert Holcombe, director. 


Prairie State Guests— Several honored guests were present for the 
Illinois 11th annual meeting in Chicago. Shown in the front row, 
left to right, are: Chapter President Robert E. Heerens; Drs. Carleton R. 
Smith, Academy director and Illinois past president; Patrick H. 
McNulty, secretary of Chicago Medical Society; Warren W. Furey 
(recently deceased), AMA trustee; A. \. Doktorsky, immediate past 
president of Illinois group; Raleigh C. Oldfield, president of Illinois 
State Medical Society, and George C. Turner, president-elect of 
Chicago Medical Society. Back row, left to right includes: Drs. Francis 
P. Rhoades, president of Michigan chapter; Charles R. Marlowe, 
president of Ohio chapter; Robert L. Knipfer, president of Iowa chap- 
ter; John C. Smith, president-elect of Illinois chapter, and John O. 
Milligan, past president of Washington chapter. 


C. Batterman, New York; Morton Reiser, New York; 
Howard J. Johnson, Jr., Philadelphia; Harold I. Lecks, 
Cynwyd, Pa., and John T. Reynolds, Chicago. 

A quartet of businessmen appeared on the program 
in a panel on professional management. They were: 
Roger Peterson, Bloomington, Ill. ; Allison E. Skaggs, 
Battle Creek, Mich.; Paul Revenaugh, Chicago, and 
Bert Cooper, Bloomington. Mr. Max E. Wildman, 
Chicago attorney, spoke on malpractice. 


267 


d 
| 
t 
| : 
| 


Ys take it for granted that today’s medical instru- 

mentation is basically accurate and reliable. But 

beyond these expected fundamentals, the dependability — 

usefulness —and convenience of any instrument 

depends almost wholly on how much the instrument 

manufacturer knows of your needs and how well he 

has applied this knowledge. For more than 40 years, 

Sanborn Company has asked the general practi- 

tioner and medical school teacher... the cardiologist 

and researcher . . . the industrial physician and clini- 

cian, what they particularly need for greatest usefulness 

and value in diagnostic and research instrumenta- 
tion. The instruments shown here are typical Sanborn 

+++ ECG MONITORING answers to these needs . . . exemplified in the field 


DURING SURGERY 


of cardiography by the Model 300 Visette —the first 


ECG to make ‘‘18- pound portability’’ a practical 


reality. Since its introduction less than two years ago, 
the Visette has literally become the ‘‘travelling 


++» MULTI-CHANNEL 


diagnostic companion’’ of over 4000 of your colleagues. 
: When you choose any instrument to provide you 
with information for diagnosis and research, consider 
the instrument’s background and past —as a good 
gauge of its future value to you. Sanborn Company, 
Medical Division, 175 Wyman Street, Waltham 54, 
Massachusetts. 


+++ HEART SOUND 
TAPE RECORDING 


SANBORN COMPANY 
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Among the topics discussed by the physicians and 
program members were family problems, hypnosis, 
medical advances of interest to the general practi- 
tioner, diagnosis and treatment of low back pain, seda- 
tives, psychology of heart disease, muscular com- 
plaints, respiratory and dermatologic problems in 
childhood and surgical advances of interest to the 
general practitioner. 

The ladies’ program was highlighted by a brunch 
at Henrici’s Restaurant, where Sgt. John McDermott, 
an M.D. with the Chicago Police Narcotics Detail, 
spoke to the wives and guests. 
> May 21, 22 and 23 are the dates for Nevada chap- 
ter’s annual meeting, to be held at the Riverside Hotel 
in Reno. 

Co-sponsored by the University of Southern Cali- 
fornia School of Medicine, the scientific program be- 
gins Thursday morning with Dr. Edgar F. Mauer, 
associate clinical professor of medicine, speaking on 
“The Use and Abuse of the Newer Drugs.” Dr. Mauer 
will also discuss ‘“The Present Status of the Sedimen- 
tation Rate as a Diagnostic and Prognostic Tool.” 
Dr. Bernard J. Haverback, assistant professor of medi- 
cine, will give three presentations: “Diagnosis and 
Treatment of Benign Gastric Ulcer,” “Diagnostic 
Aids in Diseases of the Biliary Tract” and “The Early 
Diagnosis of Malignancies of the Colon.” 

On Friday the first speaker will be Dr. Denman 
Hammond, assistant professor of pediatrics, speaking 
on “Management of Anemia in Childhood.” He will 
also cover “Office Orthopedic Problems in Infancy and 
Childhood” and “Hypothyroidism in Childhood.” 

The second speaker that day is Dr. Richard Koch, 
assistant professor of pediatrics. His topics are “De- 
velopmental Progress, Its Importance and Diagnosis” 
and “The Use of Antibiotics in Pediatrics.” Final 
speaker is Dr. George J. Mohr, clinical professor of 
psychiatry, discussing “The Early Detection of Psy- 
chiatric Disturbances in Childhood.” 

On Saturday Drs. Koch, Mohr and Mauer will ap- 
pear on a panel on adolescence. Moderator will be Dr. 
Robert Broadbent. 

Also on the agenda for the Silver State meeting is its 
annual election of officers. 
> Dr. William H. Heininger, Burlington, has recently 
been installed as president of the Vermont chapter, 
succeeding Dr. Thomas A. Keenan of Rutland. 

Elected as president-elect of the chapter was Dr. 
Donald W. Humphreys of Bennington. Dr. Wilton W. 
Covey of Milton is the new vice president and Dr. Ed- 
ward B. Crane of Charlotte is secretary-treasurer. 
> Virginia chapter members are making final plans for 
attendig their ninth annual state scientific program 
hext month in Richmond. 
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The four-day meeting, May 7-10, will be held at the 
Hotel Jefferson. General chairmen are Drs. William 
C. Gill, Jr. and O. T. Graham, Jr. of Richmond. 

In addition to registration and a board of directors’ 

meeting, the first day’s program also includes a golf 
tournament at the Lakeside Country Club. 
_ Among the speakers who will appear on the scien- 
tific portion the following three days are Dr. Richard 
Kirkland, associate professor of medicine and head of 
the radioisotope laboratory of the Medical College of 
Virginia, and Dr. Robert Greenblatt, professor of en- 
docrinology of the Medical College of Georgia. Dr. 
Kirkland will speak on ‘Newer Concepts in Manage- 
ment of Thyroid Disease” and Dr. Greenblatt has 
chosen as his topic ‘Hormonal Management of Men- 
strual Disorders.” 

The ever-fascinating subject of ‘Man in Space” 
will be discussed by Captain William M. Snowden, 
MC, USN, while Dr. George Deaver, medical director 
of the Children’s Division, New York University- 
Bellevue Medical Center, will speak on “The Child 
Handicapped by Cerebral Palsy.” 

Dr. William Parson, professor of internal medicine 
at the University of Virginia, will appear on the Vir- 
ginia scientific program for the fifth time. Dr. Parson 
will be the clinician in a clinical pathologic conference 
on Saturday morning. Appearing as pathologist in this 
presentation will be Dr. W. M. Monroe from Rich- 
mond Memorial Hospital. 

“Newer Concepts in the Treatment of Common 
Skin Diseases” will be the subject of Dr. E. F. Fin- 
nerty, Jr. of Boston, while Dr. Harold Feldman’s pre- 
sentation will be on ‘“Therapeutically Induced Weight 
Gains in Hypertensives.” 

Another speaker on the Saturday program is Dr. 
Nicholas A. Capeci, Merck Sharp & Dohme Labora- 
tories, speaking on “Adrenal Steroids.” 

On the last day’s program members will hear Mr. 
Horace Cotton speak on “Ten Years of Socialized 
Medicine,” the story of medicine in England during 
the last decade. Mr. Cotton, a native of England, is 
presently executive director and president of Profes- 
sional Management, Southern Pines, N. C. 

As they did last year, the Virginia group is holding 
its first-day’s scientific program in conjunction with 
the Virginia Diabetes Association, who will furnish 
the Friday morning presentations. Several other 
scientific highlights are planned during the session. 

Dr. W. A. Young, Richmond is chairman of the 
program committee for the meeting. 

An expected total of 60 technical and 20 scientific 
exhibits will be displayed. Technical exhibits com- 
mittee chairman is Dr. Reuben F. Simms of Richmond. 
Chairmen of the committee on scientific exhibits are 
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Camp fabric lumbosacral supports play an 
important part in the conservative treat- 
men of orthopedic conditions. They steady 
and limit the motions of the joints, liga- 
ments and muscles in injuries and diseased 
conditions of the low back. Available 
without or with steel upright reinforce- 
ments or with the Camp spinal brace as 


needed. 


Camp’s Lumbosacral Supports are scien- 


S.H. CAMP and COMPANY 


tifically designed to give a secure fit to the 
pelvic girdle, the upper lumbar and the 
low dorsal spine, including the entire ab- 
domen in front, thus giving maximum 
lumbar spine support with the greatest 
patient comfort. 


Camp trained fitters will give your patients 
immediate service according to your spe- 
cific prescription. 


Jackson, Michigan 
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Dr. Levi W. Hulley and Dr. F. Elliott Oglesby, both of 
Richmond. 

Plans for those attending include a full social 
agenda. In addition to the golf tournament, there will 
also be a “Virginians” baseball game, two cocktail 
parties and the annual banquet and dance. 

For the distaff side Mrs. R. G. McAllister, president 
of the woman’s auxiliary, has planned a luncheon and 
business meeting, highlighted by a fashion show. 

Virginia chapter members who attended the state 
medical society meeting in Richmond recently met 
for their annual General Practitioners Luncheon, held 
at the Hotel Jefferson. (See cut.) 
> Delaware chapter held its seventh annual scientific 
meeting recently at the Kent Manor Inn in Wilming- 
ton. 

Dr. Italo Charamella of Wilmington was installed 
as chapter president at the annual banquet, which was 
held at the Hotel DuPont. (See cuts.) He succeeds Dr. 
Roger B. Thomas of Richardson Park. 

Other officers who were elected on opening day of 
the session included: Dr. Harry Taylor of Wilming- 
ton, president-elect; Dr. Richard W. Comegys, Clay- 
ton, first vice president; Joseph J. Davalos, Wilming- 
ton, second vice president, and Drs. Dana D. Burch 
and Alan Wooden, both of Wilmington, directors. 

Drs. Henri F. Wendel of New Castle and Leroy R. 
Kimble of Wilmington were re-elected as secretary and 
treasurer, respectively. 

New alternate delegates to the national Assembly 
are Drs. Charamella and Comegys. 

Among the several authorities featured on the 
scientific program were Drs. Hugh M. Hill, University 
of North Carolina; Samuel P. Asper, Jr., Johns Hop- 
kins University; Julian R. Beckwith, University of 
Virginia; Alvin E. Parish, George Washington Univer- 
sity, and John C. Krantz, Jr., University of Maryland. 

The battle of the general practitioner for early de- 
tection and cure of cervical cancer and the avalanche 
of new drugs on the pharmacologic horizon were two 
of the speakers’ topics. 
> Four medical authorities were recent guests of the 
Maine chapter at its winter clinical meeting February 
21 in Augusta. 

Addressing the group at an afternoon program, 
speakers and their topics were: Dr. Edward B. D. 
Neuhauser, radiologist-in-chief, Children’s Medical 
Center at Boston, ‘“Roentgenographic Aspects of 
Pulmonary Diseases in Infancy and Childhood” ; Dr. 
Edmund N. Ervin, Waterville, Me., ‘The Retarded 
Child”; Dr. Wilson H. McWethy, Augusta, Me., 
“Disability Determination for Social Security” and 
Dr. Langdon Parsons, professor of gynecology, Boston 
University Medical School, “Pelvic Disease.” 
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Virginians Lunch at Medical Society Meeting—During the recent 
annual meeting of the Medical Society of Virginia in Richmond, 
members of the VAGP met for a luncheon. Among those shown at the 
head table were (seated, left to right): Drs. W. A. Young, treasurer; 
W. J. Hagood, vice president; F. J. Wright, Jr., president-elect; Harry 
W. Bates, Jr., president, Medical Society of Virginia; the Rev. Robert 
Olert; Dr. W. L. Ball, president; Mrs. Lovise B. Greiner, executive 
secretary; Mr. Edgar J. Fisher, Jr., director, Virginia Council on 
Health and Medical Care; Dr. Mary E. Johnston, AAGP director, 
and Dr. R. G. McAllister, secretary. 


First Staters—Officers and guests at Delaware’s annual banquet 
are shown at the head table in the Hotel DuPont’s Gold Room. The 
banquet was the social high point of the two-day meeting held at the 
Kent Manor Inn in Wilmington. It was the chapter’s seventh 
sctentific meeting. 


Delaware Meeting Draws Crowd—Part of the large crowd which 
attended Delaware’s state meeting is shown here at the annual 
banquet. The group extended beyond this shot, to completely circle 
the dance floor. Some 223 members and guests attended the cocktail 
party and dinner-dance which concluded the program. Fifty-nine 
of the chapter’s 75 members were registered. 


A special ladies program was also held. Following a 
social hour at the conclusion of the scientific program, 
members and their wives attended a dinner. 
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> The New Hampshire chapter held a symposium on 
clinical medicine January 28 in Laconia which fea- 
tured four scientific speakers and the Academy’s tenth 
anniversary film, “Building for Tomorrow.” 

Dr. Frank Gardner of Belmont, Mass., was the first 
speaker on the program, discussing the “Diagnosis of 
Anemia.” “Rheumatoid Arthritis” was the topic 
chosen by Dr. Theodore Bayles of Brookline, Mass., 
while Dr. Louis Weinstein of Boston spoke on the 
“Current Status of the Use of Antibiotics in the Man- 
agement of Infection.” Final speaker for the day was 
Dr. Franz Inglefinger with a presentation on “Upper 
Gastro-Intestinal Tract Bleeding.” 

Following a mid-day luncheon for all registrants, 
chapter members held a business meeting. 
> New president of the Tulsa (Oklahoma) chapter 
is Dr. Logan A. Spann, who took office earlier this 
year. He succeeded Dr. Charles E. Wilbanks. 

Chosen as president-elect at the business meeting 
held at Hillcrest Medical Center was Dr. Harlan 
Thomas. Other new officers include Dr. Samuel A. 
Capehart, vice president, and Dr. Lawrence E. Thomp- 
son, Jr., secretary-treasurer. 

Dr. Wilbanks joins Drs. Marshall O. Hart and 
Wilmot B. Boone as directors of the local chapter. 
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VACCINE 


Specific immunizing antigen (chick embryo origin) 
active against various isolated virus strains. Effectively 
prevents or modifies mumps in children and adults. 


Qederie) LEDERLE LABORATORIES, A Division of 
AMERICAN CYANAMID CO., Pearl River, N. Y. 
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CONTINUED FROM PAGE 37 


On the Calendar 


*Classified by the Commission on Education as acceptable for post. 
graduate study credits under Category I. Members should report 
actual hours of attendance. Maximum hours listed when 
available. 


*May 11-16. New York University-Bellevue Medical Center, full. 
time course on modern concepts in the diagnosis and 
treatment of heart diseases, New York City. (42 hrs.) 

*May 13. lowa chapter, symposium on general medicine, Des 
Moines. (5 hrs.) 

*May 13. University of Oklahoma, course on antimicrobial ther- 
apy and treatment of infectious disease in childhood, 
Oklahoma City. (4 Ars.) 

*May 13-14. Missouri chapter, et al., fourth annual spring clinical 
conference, University of Missouri Medical Center Auditorium, 
Columbia. (12 hrs.) 

*May 18-21. University of Kansas School of Medicine, et al., 
course on surgery, University of Kansas Medical Cen- 
ter, Kansas City, Kan. (21 hrs.) 

*May 18-22. University of Minnesota, course on proctology for 
general physicians, Minneapolis. (30 hrs.) 

*May 21-23. Nevada chapter, annual meeting, Riverside Hotel, 
Reno. (101 hrs.) 

*May 22. University of Oklahoma, course on recent advances 
in clinical practice, Oklahoma City. (8 hrs.) 

May 25-27. American Trudeau Society, meeting, Palmer 
House, Chicago. 

*May 25-29. The Children's Hospital of Philadelphia, full-time 
course on pediatric advances, Philadelphia. (40 hrs.) 

*Jun. 1—5. University of Pennsylvania and the Children's Hospital 
of Philadelphia, full-time course on practical pediatric 
hematology, Philadelphia. (40 hrs.) 

Jun. 3-7. American College of Chest Physicians, meeting, At- 
lantic City, N.J. 

Jun. 8-12. American Medical Association, 108th annual meet- 
ing, Traymore Hotel, Atlantic City, N. J. 

*Jun. 8-19. New York University-Bellevue Medical Center, full- 
time course on modern therapeutics in internal medi- 
cine, New York City. (70 hrs.) 

*Jun. 10. University of Oklahoma, course on herniae, Okla- 
homa City. (4 hrs.) 

*Jun. 15-17. University of Minnesota, course on gynecology for 
general physicians, Minneapolis. (15 hrs.) 

*Jun. 19-20. Montana chapter, annual meeting, East Glacier 
Lodge, Glacier National Park. 

*Jun. 19-21. West Virginia chapter, seventh annual meeting, 
Daniel Boone Hotel, Charleston. 

*Jun. 21-23. Maine chapter, annual meeting, Samoset Hotel, 
Rockland. 

Jul. 16-24. Canadian Medical Association and British Medical 
Association, annual meeting, Edinburgh, Scotland. 

*Jul. 20-23. New Mexico chapter, annual meeting, Navajo Lodge, 
Ruidoso. 

*Aug. 28-30. Colorado chapter, annual meeting, Aspen. 

Aug. 30-Sep. 4. World Medical Assocjation, world conference 
on medical education, Palmer House, Chicago. 
Sep. 7-12. World Medical Association, 13th general assembly, 
Montreal, Canada. 
*Sep. 9-11. Oregon chapter, annual! meeting, Portland. 
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THE OVERRIDING ISSUE in Congress is the battle of the 
budget. The course of health legislation, like most 
other measures, undoubtedly will be influenced by the 
big debate over holding federal expenditures down. 

In the first three months of the 86th Congress, one 
significant development has become clear—the south- 
ern Democratic-Republican coalition is still a potent 
factor, especially in the House of Representatives. In 
the Senate, the veteran committee chairmen on key 
panels continue to hold considerable power over 
legislation. 

The heavily-Democratic Congress that started out 
with “rush” tags on many measures, has slowed its 
pace. The big push will come after the Easter recess 
when the political winds may be more accurately 


gauged. 


Keogh-Simpson Bill 


The economy pitch of the Administration failed to 
cut into the strong bipartisan support in the House for 
the Keogh-Simpson bill providing tax incentives for 
self-employed persons such as physicians, farmers and 
lawyers, who set money aside for retirement plans. 

Despite Treasury department warnings that the 
measure could drop revenues by more than $300 mil- 
lion a year, the bill cleared the House with only a 
ripple of opposition. Some key house Republicans 
joined with the administration in opposing the bill, but 
a fight that promised to be crucial never materialized. 
After a smattering of debate, the House shouted ap- 
proval of the bill, authored by Representative Eugene 
Keogh (D-N.Y.). Only a few voices were heard on 
Opposition, 

Sen. Harry F. Byrd (D-Va.), chairman of the Senate 
Finance Committee, last year declined to hold hearings 
on the bill after it cleared the House. He said it was 
too late in the session. 

Hanging over the legislation, whatever Congress 
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The AMA Washington Report highlights 

legislative activity of interest to physicians. 

Prepared exclusively for GP by the AMA’s Washington Office, 
this monthly feature presents a running box score 

of important legislative action. 


AMA Washington Report 


does, is the threat of a Presidential veto. Representa- 
tive John Byrnes (R-Wis.) chairman of the House GOP 
Policy Committee, declared that he didn’t see how Mr. 
Eisenhower could sign such a measure in view of his 
position on balancing the budget. Senate Minority 
leader Everett Dirksen also has come out against it. 

The Keogh bill permits the self-employed to deduct, 
from adjusted gross income, an amount equal to 10 per 
cent of net earnings from self-employment, or $2,500 
annually, whichever is less. The deduction would 
apply to payments for qualified pension and retirement 
plans. The deduction could be taken for up to 20 years, 
making a lifetime deduction of $50,000. Taxes on this 
income would be paid when the individual retired and 
started drawing money from the fund. 


Forand Bill 


Another bill in Congress of prime interest to physi- 
cians is the one sponsored by Representative Aime J. 
Forand (D-R.I.) providing health benefits for the aged 
under the social security plan. The bill is opposed by 
the American Medical Association. 

Mr. Forand is the second-ranking Democrat on the 
influential Senate Ways and Means Committee, but 
significantly he was not listed as a member of any of 
three subcommittees set up by Chairman Wilbur Mills 
(D-Ark.) to consider legislation. 

The subcommittee on social security is headed by 
Representative Burr Harrison (D-Va.). Ranking Re- 
publican member is Representative Thomas Curtis of 
Missouri. Other lawmakers on the panel are Repre- 
sentatives A. S. Herlong, Jr. (D-Fla.), John Watts 
(D-Ky.), William Green (D-Pa.), Lee Metcalf (D- 
Mont.), Jackson Betts (R-Ohio), and Albert Bosch 
(R-N.Y.). As of this writing, no hearings had been 
slated on the Forand measure. 

The medical provisions of the bill introduced Febru- 
ary 18, are almost identical to those in the Forand 
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established in 1905 
TAILBY-NASON COMPANY, INC. DOVER, DELAWARE 


“Leukorrhea and pruritus stopped 
almost immediately; patients reported a 
refreshing iodine-clean feeling?” 


“Vaginal irritation or tenderness due to 
povidone-iodine douche [BETADINE 
Vaginal Douche] was observed only once 
in a series of over 200 cases’! 


VAGINAL DOUCHE 


Unsurpassed for broad-range germicidal 
activity... Effective even in the presence of 
blood, pus or vaginal secretions... Will not 
stain skin, linen or clothing: color can be 
washed off with water. 

Available: BETADINE Vaginal Douche in 8 oz. bottle. 
More detailed information upon request. 
‘Bonanno, P. J.: Research Report 672-A 
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legislation of last year. Hospitalization, nursing home 
Services and surgical care would be provided individu- 
als receiving or entitled to social security benefits and 
their dependents. The cost of up to 60 days of hos- 
pitalization in any 12-month period would be paid 
from the federal old-age and survivors insurance trust 
fund. Up to 120 days in a 12-month period (less the 
number of days of hospitalization) of nursing home 
services would be furnished an individual] who is trans- 
ferred to a nursing home from a hospital, if the services 
are for an illness or condition associated with that for 
which he was hospitalized. 

To finance the plan, the social security tax rate on 
the present wage base of $4,800 would be increased in 
steps from 1960 through 1969. The present scheduled 
levy of 44% per cent for self-employed in 1960 would 
be boosted to 4% per cent that year and increased to 
7% per cent in 1969. For employees and employers 
the rates would go from 3 per cent in 1960 to 3% per 
cent, and to an eventual levy of 4% per cent compared 
with the 4% per cent rate now slated. 


Health Care of the Aged 


Meanwhile, the AMA told Congress about “solid 
progress” on its program to improve the health care 
of the nation’s aged population. Dr. Leonard W. Lar- 
son, chairman of AMA’s Board of Trustees, said de- 
velopment of new insurance programs and expansion 
of existing lower cost protection for persons 65 and 
over are moving forward “‘even faster than many of us 
would have dared hope only a few months ago.” 

Ina letter to Chairman Mills of the House Ways and 
Means Committee, Dr. Larson stressed that state and 
local medical societies are acting “promptly and de- 
cisively” to carry out the program. 


Other Legislative Actions 


One of the first measures Congress sent to the White 
House this session was the four-year extension of the 
military draft. Included was a provision for special pay 
for physicians, dentists, and veterinarians beyond July 
1. The Defense Department had urged the Senate to 
adopt the special pay provision which was not in the 
measure as it passed the House. The House agreed 
to the new section. 

The legislation would give medical and dental offi- 
cers with less than two years active duty in the armed 
forces an extra $100 pay a month. For those with more 
service, the increase reaches an additional $250 a 
month for officers with more than 10 years duty. 

The proposal for a new National Institute for Inter- 
national Medical Research encountered some opposi- 
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tion from the Administration, but key senators in- 
dicated they would ignore the views of the Department 
of Health, Education, and Welfare. 

HEW Secretary Arthur S. Flemming, told the 
Senate Labor and Public Welfare Committee creation 
of the institute would cause too much rigidity in the 
expanded international health program envisioned in 
the Health for Peace Act. He also questioned the size 
of the proposed $50 million budget authorization. 

However, Senator Lister Hill (D-Ala.), chairman 
of the Labor Committee, said he still favors the new 
international medical research institute, which is 
backed by 58 senators of both parties. 

Dr. Gunnar Gundersen of La Crosse, Wisc., presi- 
dent of the AMA, offered ‘full support and assistance” 
to the institute plan. He told the committee that “there 
is a growing recognition that medicine, with its re- 
sources and influence fully mobilized, can perhaps do 
more for world peace than the billions of dollars being 
poured into armaments.” The measure is intended to 
encourage and support planning of essential research 
on a world-wide basis. 

Both House and Senate housing bills, as of this writ- 
ing, authorize proprietary nursing homes to seek 
federal housing administration loan guarantees on new 
construction or renovation up to 75 per cent of the 
project cost. ; 

Here are some of the major measures introduced 
since the last report: 

National Compulsory Health Insurance (S 1056), 
Murray (D-Mont.), (HR 4498) Dingell (D-Mich.), to 
Labor and Public Welfare Committee. 

Under these measures, introduced regularly for 
more than 10 years, payroll deductions of 3 per cent of 
all wages up to $6,000 would go into a Personal Health 
Services Account in the U.S. Treasury to help pay for 
a wide range of medical care services for all civilian 
workers and their dependents. 

Social Security Coverage for Doctors (S 1025), 
Dodd (D-Conn.), (HR 4290), O’Konski (R-Wisc.), 
Finance Committees. 

Physicians would be brought under the social secur- 
ity system on a compulsory basis for the purpose of 
federal old-age, survivors and disability benefits. 

Federal Workers Health Insurance (HR 5386), 
Broyhill (D-Va.), Post Office and Civil Service. 

This bill differs from two other measures (S 94) 
Johnson (D-S.C.) and (HR 208), Morrison (D-La.) 
that also would underwrite health-medical insurance 
for federal employees and their families. 

Under the Broyhill measure, a majority of employees 
in a government agency would select the plan to be 
used there and the insurance carrier would provide 
catastrophic as well as basic coverage. 
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SUSAN’S IDEA TOOK THE WAIT 
OUT OF THE WAITING ROOM 


She kept complaining about 
my old x-ray machine — said 
she could accomplish more if 
only she had that new G-E unit 
I'd talked about. She’d have 
fewer retakes too— most of 
them were caused by the long 
exposures necessary with low 
power. 

From the day my new Patri- 
cian combination arrived I’m 
sure Susan felt her persistence 
had turned the trick. (And you 
know — she is working faster 
today!) 


Patrician speeds x-ray examinations 
... and for such modest cost 


You'll find your work load lighter with Patri- 
cian’s big-table convenience. Best news is 200- 
ma, 100-kvp power, electronically timed. Self- 
tending recipromatic Bucky. Finger-tip control 
of fluoroscopic screen or optional spot-film de- 
vice. Angulation to 15° Trendelenburg. Auto- 
matic Bucky-slot closures for x-ray safety. Ask 
your G-E x-ray representative for full details. 
Or clip coupon for a copy of 

our fully illustrated catalog. 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wisconsin, Rm. F-41 


(CO Please send me your 16-page PATRICIAN bulletin | 


(CO Facts obout deferred payment 
MAXISERVICE rental 


Progress 's Our Most Important Product 
GENERAL ELECTRIC 
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